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JAUNDICE FOLLOWING OVARIOTOSY, SALPENGITIS, VEN- 
TRAL HERNIA, HABITUAL ABORTION, 
PELVIC INFLAMMATION.* 


BY E. E. MONTGOMERY, A. M., M. D., PHILADELPHIA, PA. 


Professor of Gynecology in the Jefferson Medical College; Gynecologist to Jeffer- 
son and St. Joseph Hospitals; ex-President Pennsylvania State Medical 
and Philadelphia Obstetrical Societies. 


‘Gentlemen:—The patient upon whom we operated a week ago, 
in whom there was a large areolar ovarian cyst which had rup- 
tured, infecting the entire peritoneal cavity, with intlammatory 
changes in the omentum, aud the wall of the transverse colon, 
harrowing the canal, is still living. She has developt in the 
last three days considerable jaundice and markt distension of 
the upper part of the abdomen, evidently a distension of the 
stomach, and small intestines. The drainage has all been re- 
moved. It was quite free during the time the gauze iwas in 
place, but there has been very little evacuation from the bowels, 
very slight passage of gas. The diseased condition involving 
the omentum and the transverse colon, undoubtedly this had 
something to do with her present state. ‘The inflammation of 
the viscera was such that it was unwise to attempt a resection 
of a portion of the intestine. The mass extended to such a 
distance that it would require a very difficult dissection to have 
taken out a portion and secured an anastomosis. The condition 
of this patient is exceedingly interesting. 1 had an operation in 
a neighboring city on Sunday of a somewhat*Similar character; 
@ woman some thirty-eight years of age had ‘been treated by a 
physician for over a week for la grippe. She was seen in con- 
sultation by another who askt that | should be sent for, as he 
recognized an obstruction of the bowel. The patient had vom- 
ited stercoraceous material for several days, the pulse was ex- 
ceedingly feeble, and the extremities cold. Under a hypo- 
dermic injection of strychnine she revived slightly. With a hope 
that we might afford relief to the obstruction, and thus give her 
a chance for recovery, I suggested that we open the abdomen 
and endeavor to bring up the large intestine, fasten it to the 
skin, empty it of its contents, and thus relieve her. I noticed 
resistance at the lower part of the abdomen, extending upon the 
left side, which was greater than that which should result mere- 
ly from the gas. Upon making an incision, we found a cyst 
which, in our attempt to displace to one side, was ruptured, giv- 
ing vent to a jelly-like discharge similar to that removed from 
this patient a week ago. The cyst broke down ‘almost as fast 
as it was turned out. It was rapidly removed, the wound cleans- 
ed, cavity irrigated, and ‘then we examined for the intestine. 
The entire descending colon was found involved in malignant 
disease, its wall contracted and narrowed, so that nothing past 
through it. Passing my hand across the abdomen to the oppo- 
site side I found a similar condition upon ithe right side. The 
small intestine was pusht out of the wonnd, and as it was al- 
most impossible to secure its return and close the wound, an 
opening was made in it, permitting the discharge of nearly two 
quarts of liquid feces and a large quantity of gas. This heing 
done, the intestine sutured, replaced and the large intestine ex- 
amined; we found the transverse colon involved and contracted, 
apparently not larger than a lead pencil: the cecum was also 
somewhat involved, altho it was still distended, so I proceeded 
to close the wound with the purpose, if the patient’s condition 
would permit, to open the right side, bring the head of the colon 
to ‘the surface, doing a right-sided colostomy, ‘but the patient ex- 
pired about the time the wound was closed. 


SALPINGITIS. 


The next patient is twenty-four years of age, does not re- 
member when puberty occurred, menstruation lasts from five 
to seven days, with occasional slight pain. She has been mar- 
ried three years, and had a miscarriage two years ago, at four 
and one-half months, -after which she was confined to bed for 
three months with pelvic inflammation. She dates her present 
trouble to the miscarriage, complains of constant severe pain 
in the left side, and for the past few weeks on the right. She has 
constant bearing down, occasionally feels chilly, followed by 
hot flashes. Her bowels are regular, and her appetite varies. 
I have not had an opportunity to examine this patient. but shall 
keep in mind her age, and that the present trouble followed a 


*Clinical Lecture Delivered at the Jefferson Hospital. 


miscarriage. Introducing two fingers into the vagina, I find 
the cervix directed backward, and can feel the body of the organ 
forward, showing that the uterus is in its normal situation. Pos- 
terior to the uterus is a mass which is somewhat indistinctly 
defined. I can feel the right ovary and tube, not especially en- 
larged. As I pass my finger over the cervix, pressing backward, 
I find some thickening just behind the cervix, which is undoubt- 
edly inflammatory. This patient suffers from inflammation of 
the endometrium, an extension of which has involved ‘the left 
tube, and possibly the left ovary. The inflammation is in the 
form of a salpingitis, which does not necessarily indicate clos- 
ure of the tube. ‘There is no indication of a large collection of 
pus here. Under such circumstances a plan of treatment should 
be instituted which will tend to conserve and save the organs. 
We would not, simply because there are symptoms of inflamma- 
tion posterior to the uterus, or of a perimetric inflammatory con- 
dition, feel it necessary to subject her to an operation so radical 
as an abdominal incision. We would feel it preferable to insti- 
tute measures to decrease the congestion of the pelvis and bring 
about an improvement of her general nutrition. One of the 
first things would be to determine the condition of the alimen- 
tary canal, regulate the bowels, and thus eliminate material 
which would otherwise produce bad effects. We would also ex- 
amine the urine to determine whether the kidneys are doing 
their work properly. She should be placed upon judicious con- 
stitutional remedies to improve her general nutrition, and be di- 
rected to take such food as shall build her up without the dan- 
gers of furnishing material that will cause trouble. I would 
advise that the sugars and starches in the diet should be limIt® 
ed. She should be given more albuminous food, and one of the 
potash salts should be administered for its effect upon the pelvic 
viscera; either the chlorate of potash, five to ten grains three 
times a day, or the bromide of potash in similar doses. These 
salts have a special effect upon the uterine structure. Then we 
will advise that she should have vaginal douches twice a day, us- 
ing water at a temperature of 110 to 115 degrees. It would 
possibly be well 'that she should ,have a tampon of cotton and 
gauze saturated with a 50 per cent solution of boroglyceride 
in glycerine, or ten to fifteen per cent. solution of ichthyol in 
glycerine inserted beneath the uterus twice a week, in order to 
elevate the organ ‘and thus improve its circulation. In addition, 
the use of the glycerine has a depleting: effect, unloading the 
congested blood vessels. This treatment may be supplemented 
with a certain amount of pelvic massage, making more or less 
‘pressure upon these surfaces, endeavoring to break up the peri- 
metric adhesions, and endeavoring to overcome the congestion 
of the uterus. After the mobility of the uterus has been secur- 
ed, and the inflammatory exudation about it removed, we may 
then resort to dilatation and curettement of the uterus to afford 
better drainage. I do not think this should be done early, be- 
cause in mors acute conditions there would be the possibility of 
lighting up the inflammatory trouble in the pelvis and develop- 
ing an increase of the perimetric adhesions. 


VENTRAL HERNIA. 


This patient it 30 years of age, and underwent an operation 
two years ago for ectopic gestation. The uterus and appendages 
were removed, and the stump sutured to the ‘anterior abdominal 
wall. Very soon after leaving the hospital she noticed a pro- 
trusion through the anterior abdominal wall, which has gradual- 
ly increast in size, and is associated with pain in the back and 
with dragging sensation. You see the line of the incision at the 
lower ‘part of which there is a protrusion which is increast by 
straining, by coughing, by anything that increases the intra- 
abdominal pressure. ‘There is a pretty extensive separation of 
the recti muscles, permitting this protrusion. Of course we do 
not know the condition of this patient prior to the performance 
of this operation. I should judge from the appearance of the 
surface now, that there had been a prior separation of the recti 
muscles, that she had divulsion of these muscles and that the 
incision was, consequently, made through the thin wall made up 
of aponeurosis, skin and peritoneum, that following the opera- 
tion even the aponeurosis in the lower part has given way, and 
we have, as a consequence, this hernia, covered simply hy skin 
and peritoneum. AsI pass my finger through the opening I find 
a regular cord-like projection which is the stump of the cervix 
and vagina, which have been stretcht anteriorly. I suppose this 
was done because she was disposed to suffer from prolapsus. I 
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can readily distinguish the border of the aponeurosis of the 
muscle as the finger is introduced, and above it there is a divul- 
sion of the surface of the recti muscles which are separated by 
some little distance. By vaginal examination I find the cervix 
remaining, which is what I recognize through the abdominal 
wall, and as I pass my finger into the hernia I can bring it in 
contact with the vaginal finger, the thin walls only intervening. 
This ventral hernia is one of the accidents we have to consider 
as a possibility after an abdominal operation. 

It is with a view of obviating this that various kinds of 
buried suture have been introduced, using material to secure 
more thorough apposition of the deeper structures. Thus, we 
have suture by catgut, by chromic catgut, stitching the peritoneal 
surfaces together, then the aponeurosis of the muscle, and sub- 
sequently the skin. We have various rows of suture, silk fr 
the peritoneum, another row of silk or silk worm gut for the 
aponeurosis or the muscle, the third row for the skin and super- 
ficial fascia; or we may have the wound closed by interrupted 
suture. ‘The objection to this form is that every one of the 
sutures is tied, producing a certain amount of pressure upon the 
parts, causing danger of devitalization of the tissue within the 
grasp of the suture or the formation of stitch abscesses. In 
every stitch abscess there necessarily occurs a weakening of 
the ventrum to that degree. ‘Then we have the method of suture 
known as the Haughey suture, which I have sliown you. In 
this silk worm gut is used, one piece each as a continuous sut- 
ure for peritoneum, aponeurosis and skin, the latter being sub- 
cuticular; the ends of the sutures are brought out just beyond 
the angle of the wound, and secured by perforated shot over 
perforated aluminum plates. In all operations upon the abdo- 
men, it is important that we should endeavor to avoid introduc- 
tion of any infectious material or pathogenic germs into the 
wound. We recognize the fact that we cannot always prevent 
the contact of pathogenic germs. While we may be able to se- 
cure thorough asepsis in our catgut, in the changes it undergoes 
in the tissues, a favorable soil is afforded for the development 
of any pathogenic germs that may be present, and conséquently 
the formation of abscesses. This tendency is less than in the 
method of suturing recently practist, altho in this it is extreme- 
ly important that we should see that the wound is perfectly dry, 
and there is no blood or serum remaining to give rise to a favor- 
able culture medium. Where we can keep the wound dry and 
keep the surfaces well protected, a good union results. We nec- 
essarily have secured a firm ventrum in which the possibility of 
subsequent ventral hernia is decreast to the minimum. The 
resulting scar tissue should be as firm as that of the surrounding 
structures, if not more so. 


HABITUAL ABORTION. 


The next patient, 27 years of age, has a negative family his- 
tory. She was strong and healthy as a child, suffered no other 
disorders than bilious attacks and malarial fever at the age of 
11; menstruated first when 15 years old; her periods were always 
painful, so much so as to occasionally require a physician’s at- 
tendance. The periods were regular, lasted about a week, an-l 
the flow was generally profuse. She was married at the age ot 
16, had three children with normal labors. One of her children 
has suffered from persistent catarrh. The patient has had 14 
miscarriages, 12 of these between the first and second child, one 
between the second and third pregnancy, and one occurring 
since the birth of the third child. The patient suffers from 
constant severe pain in the small of the back since the birth of 
the first child. This is made worse by exercise and during her 
periods. The pain in both groins is at times sharp, and bearing 
down ,and aggravated by menstruation. She has had leucor- 
rhea ever since she can remember, and with it sometimes great 
irritation of the external genitalia; has pain in the neck of the 
uterus, has had a few attacks of painful menstruation, intermit- 
tent occurrence of abdominal distension, with constipated bowels, 
fair appetite and free secretion of urine. The last menstruation 
oceurred a little over a month ago. She says she has worn a 
pessary, which gave her but little relief. Her temperature is 
normal since admission ot the hospital. I have examined her 
and found some induration of the uterus, and the organ in the 
normal position. We have in this patient a person who has had 
@ number of miscarriages. How much she had had to do 
with their promotion, and how much is due to disease, is diffi- 
cult to determine. Some patients dislike the idea of maternity 
so much that they endeavor to bring about abortion by the use 
of medicine, by violent exertion, or the introduction of instru. 
ments into the uterus. Some women become very skillful in 
introducing upon the finger, a crochet needle, knitting needle. 
meat skewer or the rib of an umbrella into the uterus, all of 
which instruments I have known to be used for this purpose. 


They thus rupture the membranes, and an abortion is produced, 
Not infrequently do we find a patient who, possibly having lost 
her skill, or without sutficient practice, passes the instrument 
not into the uterus, but through the posterior fornix of the va- 
gina into the peritoneal cavity, producing infection of the peri- 
toneum, development of peritonitis, and the necessity of Opera- 
tive interference -or the p:."puse of saving life. In the treat- 
ment of such a case it is very important to ascertain the cause 
if possible, of the frequent abortions. We should impress upon 
& patient who comes to us with the desire to have an «abortion 
produced, the moral gravity of the procedure. We should not 
feel justified in performing such an operation under any circum- 
stances, whether the pregnancy be legitimate or illegitimate, and 
under no circumstnces atteupt to share the guilt of the individ- 
ual and bring about an arrest of pregnancy. We must realize 
that after conception has once occurred, any interference is 
trifling with life, aud the crime reflects upon the physician, be- 
cause he knows well what he is doing, and he should be a moral 
ceusor and endeavor to impress upon the patient the gravity of 
such a procedure. ‘The danger in the great majority of cases 
of abortion is enhanced by the fact that the patient is unable 
to take care of herself. She is obliged to keep about in order 
to conceal the character of her trouble. The physician is unable 
to practice an abortion in such a way as to thoroughly clear out 
the uterine cavity, consequently the dangers of infection are 
greatly increast, and we have the patient suffering from serious 
symptoms, which possibly endanger her life or insure a diseas- 
ed condition as long as she may subsequently live. Even with 
the most careful precautions, abortion is not an innocent diver- 
sion; it is not one which can be done without producing serious 
effects upon the subsequent health of the individual. Tpore 
niust necessarily be changes as a result of it. Nature neces- 
sarily resents interference with processes for which she is not 
prepared; the result is that the uterus remains large, in a state 
of subinvolution, inflammatory conditions develop, inflamma- 
tion of the uterine structure as well; so it is important to im- 
press upon the patient that even with every precaution that 
can ‘be taken, there is danger to health and even to life. Ina 
woman who has had an abortion, changes take place in the 
uterine mucous membrane, and the walls of such a character as 
to render such a person more likely to abort in subsequent preg- 
nancies. The uterine mucous membrane, as a result of disease, 
is no longer in a favorable condition for the proper nutrition 
and development of the fecundated ovum. Where inflamma- 
tory conditions exist for a length of time, changes take place 
not only in the uterine mucosa, but in the walls as well, a sub- 
stitution of the connective tissue for the muscular structure. ln 
such a uterus if pregnancy reaches a certain stage, the organ 
is unable to continue its development, and abortion is a neces- 
sary result. One of the most frequent causes of abortion is 
syphilis. Where a woman is infected with this disease, the 
uterine cavity undergoes such changes as render it subsequently 
unable to continue the nutrition of the fecundated ovum, con- 
sequently, in every case in which a patient suffers from fre- 
quent abortions, it is well to make a careful investigation of the 
history to determine the possibility of syphilis as a factor, and 
the patient should be placed upon antisyphilitic treatment. Even 
in those cases in which it is evident that syphilis cannot be 
present, the iodide of potash is one of the most effective reme- 
dies in decreasing the irritability of the uterine mucous mem- 
brane, and increasing the probability of the patient carrying 
the fetus to full term. I have seen many patients in whom it 
is impossible to elicit any indication of syphilis, who have done 
well and carried the fetus to full term upon the use of iodide 
of potash. So much value have I seen from the use of this 
drug that it is mow my custom in every case of irritable uterus 
where abortion is feared, to place the patient upon the use of 
iodide, five grains three times a day, given in water after meals. 
In cases in which sclerosis or areolar hyperplasia of the uterus 
has occurred, I know of no plan of treatment which will insure 
a woman to complete her pregnancy. 


PELVIC INFLAMMATION. 


The‘next patient is 22 years of age, puberty occurred when 
14 years old, the periods were regular, the flow attended with 
very severe pain, which commenced a week before the flow 
and continued until a day or two subsequently. The flow lasts 
four or five days, is scant and attended with severe dysmenor- 
rhea, which is increasing in severity. Bowels are regular, appe- 
tite gradually becoming poor, complains of frontal and occipital 
headache, ‘also leucorrhea. In this history we have a patient 
evidently suffering from some inflammatory condition of the 
pelvis. The pain occurs for a week prior to the menstrual flow, 
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and is more than likely due to the fact that with the maturing 
of the Graafian follicle, and the preparation for its rupture, there 
is considerable engorgement; an erection takes place in the ute- 
rus where there is pain, and this continues after the flow is es- 
tablisht. Not infrequently we find the pain becomes worse dur- 
ing the flow, and in this patient it continues during the entire 
period, showing there is a markt inflammatory condition of the 
uterine walls. We will examine her to ascertain whether there 
are any changes about the organ which should produce it. On 
vaginal examination, we find the uterus large, pressure against 
the cervix produces pain, there is an anterior flexion high up, 
probably at the junction of the cervix with the body. The en- 
tire uterus is tender to pressure, and we also find some enlarge- 
ment‘of the ovary on the right side. There is a catarrhal dis- 
charge with enlargement of the cervix. We have in this pa- 
tient an inflammation of the uterus, and a certain amount of an- 
teflexion. I have no doubt the pain and distress are aggravated 
by ‘the flexion. If this patient had an inflammation of the ute- 
rine mucous membrane or of the uterine structures, the flexion 
would not be a factor of so great importance, but associated with 
inflammation, it gives rise to symptoms of distress continued 
during the menstrual flow. In such a patient the plan of treat- 
ment which should be instituted, would be early dilatation and 
curettement of the uterus. Then split up the posterior lip in 
order to afford a more rapid exit for the discharge. Splitting 
the cervix will also very much relieve the enlarged condition of 
the cervix. The depletion that takes place as a result of the 
injury serves to decrease the size of the organ. We have in 
addition here inflammation of the ovary, and undoubtedly thick- 
ening of the tunica albuginea. It is a question, whether as the 
ovum matures, the thickened albuginea ruptures sufficiently to 
permit of its escape. The repeated formation of cysts may ac- 
count for the enlarged ovary upon the right side. The plan of 
treatment we would institute, would be rest, the use of potash 
salts, incision of the cervix and curettement of the uterus, thus 
affording improved drainage. She will undoubtedly be benefit- 
ed by dilatation and curettement, irrigation of the uterine cavity 
with hot soda solution and drainage favored by the introduction 
of iodoform gauze. This course will decrease the size of the 
uterus and relieve her of many of her symptoms. It would 
seem that the uterus had undergone changes that would pre- 
clude the probability of subsequent pregnancy, but this is a fact 
which is often difficult to determine, as this woman has had 
12 miscarriages, and then a child at full term. But one mis- 
carriage has occurred since the birth of her last child. 


POINTS OF INTEREST IN RECTAL CASES. 


BY B. SHERWOOD-DUNN, M. D., BOSTON MASS. 
Officer d’Academie, 


There is no surgeon of much experience in rectal surgery 
but who has encountered from time to time cases of 


PRURITUS ANI 


that defied all his efforts for relief. I have lately discovered 
in several of my cases a cause for chronic pruritus, which has 
heretofore escaped my attention, and may possibly not have 
been observed by others; I therefore speak of it in the hope that 
it may be a source of enlightenment in many cases that have 
perplext physicians. I refer to the discovery (in three late in- 


stances) of a small superficial ulcer placed between the internal 


and external sphincters showing upon the posterior surface, 
but which may be also sometimes found upon the anterior sur- 
face of the gut, and in the latter situation is very likely to be 
unnoticed. When one is at a loss to account for any case of 
pruritus ani, I would therefore advise that this little ulcer be 
lookt for. I call it “simple ulcer of the rectum,” because of 
the fact that its borders are only slightly elevated, and the ulcer 
itself presents only a very small, minutely-granulated surface, 
and may easily escape the tactile sensation when the surgeon 
makes a rather hasty examination. It needs to be lookt for 
carefully. Many physicians in examining the rectum pass the 
index finger high up in the bowel, whereas the ulcer which 1 
am describing is situated inside the first two inches from the 
anus, or, to be more exact, is always to be found between the 
internal and external sphincters. It takes very little experience 
to be able to differentiate between the ordizary smooth mucus 
membrane and the roughened surface presented by this small 
ulcer. There is always a certain amount of discharge from it, 
which is very liable to be overlookt because of the excoriated 
condition of the external anal borders (which arise from the 
patient’s rubbing and scratching the parts, for the itching ir- 


ritation, which causes a certain amount of swetting from tnis 
irritated external surface), which condition tis liable to cause 
the examiner to overlook the possibility of an internal, minute 
discharge. It is unnecessary to say that no amount of local 
treatment will cure the pruritus until this cause is discovered 
and treated. 

I will only say in addition that if one wishes to make doubly 
sure as to the presence of this local ulcer, it can be seen by pass- 
ing an ordinary rectal speculum, remembering always, however, 
that as the speculum is past into the bowel, the tissues are prest 
upward and displaced from their normal position, and one must 
allow for this displacement when searching for the ulcer; also 
this stretching of the tissues causes the base of the ulcer to 
bulge, and, as a rule, the lower border is higher than the upper 
border, and hides the base of the ulcer from view, and it is well 
to press down the tissues with a small probe or sound and ex- 
amine the surfaces in their complete continuity. The livid col- 
or of the ulcer as compared with a healthy mucous membrane is 
another (point of recognition, and it is rather prone to bleed; 
and in this event the simple wiping of the surface with a pledg- 
et of cotton exposes a small spot denuded of its normal cover- 
ing. 

This ulcer should be treated in the same manner as all rec- 
tal ulcers. It is hardly necessary for me to go into a discussion 
of this part of the subject, except that I might say: In cases 
where I cannot give radical treatment, and the patient must 
visit me at my office, I have found that after deadening the 
field by the use of a four or five per cent solution of encaine, 1 
apply to the surface of the ulcer pure lactic acid, spread upon 
cotton wool. This turns the ulcer a brownish black color. Af- 
ter allowing it to remain for a moment or two, I wipe away 
the surplus acid with dry cotton wool, ordering the patient to 
inject with an ordinary syringe two ounces of a 25 per cent so- 
lution of hydrogen dioxide morning and evening, and, if possi- 
ble, directly after each movement of the bowels. 


RECTAL ULCERS. 

I know of nothing in surgery that is more difficult of treat- 
ment than rectal ulcers. It is necessary at the outset to per- 
suade one’s patient that he is liable to a great deal of annoy- 
ance and trouble, and must have infinite patience if he is not in 
a position to enter a hospital and submit himself to radical cura- 
tive measures. 

To those who see these cases in dispensary practice or the 
out-patient clinic of the charity hospitals, | would cite one or 
two instances that have come under my observation which have 
taught me to give more than ordinary attention to patients 
complaining of symptoms referable to the rectum, and may per- 
suade my readers to be careful as to how they temporize in 
many of these cases. During my service at the Broca Hospital, 
Paris, there came to the out-patient department a young wom- 
an suffering from pruritus ani, which, upon examination*l de- 
cided was caused by a fissure I found present, and in the press 
of examining the many patients in attendance, I prescribed a 
lotion and ointment, and told her to come the following week 
to report and have a renewal of her medication. Two weeks 
after this one of her neighbors came for more medicine, bring- 
ing the,girl’s card and saying she was too ill to come herself. 
I elicited a sufficient history of the girl’s symptoms and condi- 
tion to persuade me that she should be brought for examination, 
and I gave the woman money to hire a cab and return with the 
girl: Upon her arrival I found she had a temperature of 102%, 
rapid pulse and heavily furred tongue, with a history of several 
days since the last movement of the bowels. »Upon examination 
I found a double ischio-rectal abscess with widespread external 
inflammation. The abscess on one side, which had pointed, 
was opened on the examining table, and several tablespoonfuls 
of most foul-smelling pus evacuated. ‘The girl was then placed 
in one of the wards and the following day the abscess on the 
opposite side was freely opened. Both cavities were curetted, 
washt out aseptically and packt with iodoform gauze, and 
while under an anesthecic a complete rectal examination was 
made. A not very large ulcer was discovered above the internal 
sphincter, which, by gradual processes, had formed sinuses that 
gave rise to bilateral abscesses, and the serious condition in 
which the girl was at the time of her admission. At the end 
of one month’s daily treatment, the patient was discharged, 
but was re-admitted six months’ later for treatment of a fistula 
that remained from one of the external openings of one of the 
abscesses, and was discharged, cured, three weeks later. 

The other case was a woman 42 years of age, who was 
treated for about a month for pruritus, which was supposed to 
be caused by a local fissure; then for about two weeks the pa- 
tient absented herself from treatment, and at the end of this 
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time came to tie hospital in a cab with an enormous ischio- 
rectal abscess, which I freely opened the following morning 
and found that it arose from an opening in the bowel fully six 
inches up. The temperature immediately fell to normal, and 
the patient rapidly improved. I kept the large free opening 
made into the abscess open for several days by means of pack- 
Ing, while I had made a flexible wire curret with which I 
scraped the walls of the sinus with one finger mm the bowel, and 
fater with the hand of an assistant externally upon the abdomen 
pusht the bowel downward, causing a very liquid movement 
daily by saline cathartics, and this patient left the hospital at the 
end of six weeks. 

I call attention to these two cases to show that there may be 
serious trouble back of a fissure that may cause a tormenting 
condition of pruritus, and to emphasize the necessity of giving 
more than ordinary attention to the examination of cases that 
come to us complaining of symptoms localized to the rectum 
alone. 

I will cite one more case which is interesting because of the 
rapid recovery of the patient, following a new line of treatment 
adopted in this instance. The patient, a mae, 48 years, came to 
the office complaining of a boil on the buttocks. Upon examina- 
tion I found a small suppurating point located about one inch 
from the anal opening which exuded pus freely upon pressure, 
exceedingly sensitive, and tender, the external surface showing 
a widespread inflammation, with absence of local induration, 
showing the presence of an abscess, rather than a boil, as the 
patient had described. I told ‘him my suspicions, gave him di- 
rections to completely empty the bowels, and confine himself to 
liquid diet. ‘Three days after I gave him a careful examination 
under an anesthetic, having made all the necessary preparations 
to operate. I found a small ulcer just below the internal 
sphincter, and readily discovered by the aid of a probe that it 
gave rise to a sinus, which opened into the bowel in the usual 
manner, thoroughly curetted the abscess cavity and the fistulous 
tract, carefully washt it out with pure hydrogen dioxide, and 
commencing just above the superior border of the ulcer in the 
bowel, carefully stitcht with large-sized catgut the parts to- 
gether by contiguous suture, carrying the sutures more profound- 
ly so as to incorporate all of ‘the parts separated as it came to 
the external opening. With the aid of a speculum I packt the 
bowel above with strips of iodoform gauze, constipated the pa- 
tient by the use of opium, and for five days allowed nothing but 
concentrated liquid food and a small quantity of acidulated wa- 
ter. The sixth day the first suture beyond the anus separated. 
and careful examination showed that the parts were healed 
by first intention. I removed the gauze and thoroughly cleared 
out the bowel by the aid of Husband’s magnesia and hot lemon- 
ade, which, by the way, I have found the most satisfactory of all 
forms of purge for all abdominal operations, as it invariably 
gives thoroughly liquefied stools from the very first. At the 
end of the sixteenth day this patient was out of bed, and in 
three weeks was drest and out of doors. 


SOME POINTS IN THE TECHNIC OF THE ALEXANDER 
OPERATION. 


BY HERMAN E. HAYD, M. D., M. R. C. S., ENG., BUFFALO, N. Y. 


The chief point I wish to insist upon is that the Alexander 
operation is an ideal surgical procedure for a certain class of 


retrodisplacements when done according to the proper plan (or |~ 


modification of the original Alexander) as advocated in a paper 
which I read before the New York State Association, subse- 
quently printed in the June (1898) number of the Annals of Gyne- 
cology and Pedeatry. 

Under no circumstances should the inguinal canal be laid 
open. As a routine practice such an operation is justifiable 
only: 

1. When the ligament cannot be found owing to a faulty 
course (which I have never encountered). 

2. When the ligament breaks in the process of enucleation. 

3. When an operation for the radical cure of hernia is to 
be combined with the Alexander. 

Care should be exercised to thoroughly free the attacht fibres 
of the ligament from the pillars of the ring before traction is ap- 
plied, because the divided force will tend to split and weaken the 
ligament. Failures often occur from want of this little pre- 
caution. 

Pus should not occur any more frequently than in other 
similar operations; and will be prevented if the tissues are not 
unnecessarily teased up, and if care is taken to stop all bleed- 
ing and oozing before closing the wound. When the ring 1s 


nize latent tubal and ovarian disease. 


brought together the tissues of the floor of the canal should be 
taken in the bight of the suture and thus bring the parts in per- 
fect apposition and so avoid the production of so-called dead 
spaces, which, when filled with stagnant blood, no doubt favor 
suppuration. 

Great care should also be exercised in not drawing the su- 
tures too tightly over these poorly organized structures. 

I must again forcefully advocate the use of cat gut; I use 
this suture material in all of my work, employing chromicizea 
gut for the deeper sutures. If properly prepared and used “with 
ideal asepsis catgut ‘is the best suture-material at our com- 
mand; improperly prepared gut or any gut in the hands of care- 
less or slovenly operators will give bad results. 

I must also advise the use of a pessary for three months 
after the patient gets up, as the uterus thas ‘been found to fall 
back in three of my cases within the first three months. 

The operation has been very successful in my hands. I have 
never yet failed to find the ligament; and the operations ‘have 
been done with ease and dispatch. 

I must confess. however, that while, anatomically, cures 
have resulted in every case, such has not always been the re- 
sult symptomatically, because of our inability to always recog- 
However, these cases are 
rare; as our experience and diagnostic ability increase our fail- 
ures will be correspondingly less frequent. The Alexander opera- 
tion should be done only in uncomplicated retrodisplacements. 
However, if, by mistake, it is done where some tubal and ovar- 
ian disease existed, the promised relief will not be forthcom- 
ing. When I am in doubt I carefully explain the possibility of 
failure to the patient, and have never met a case where the 
woman was not willing to submit to this simple operation with 
the possibility of success, rather than the more radical intra- 
abdominal operations, which can always be done Tater if ne- 
cessary. 


TRAUMATIC HYSTERIA. 


BY AUGUSTUS P. CLARKE, A. M., M. D., CAMBRIDGE, MASS. 
Professor of Gynecology and Abdominal Surgery, College of Physicians and 
Surgeons, Boston, Mass. 


Symptoms which are now clast as belonging to hysteria have 
jong been observed; such manifestations did not pass unrecog- 
nized by the early fathers of medicine. The features presented 
by this condition have been usually such as are connected with 
the morbid function of the uterus; they have ‘their origin un- 
doubtedly in an exhausted nerve center and are akin to the 
perversion of sensibility arising from shock, overstrain, and 
from general depression of the vital force. 

This peculiar derangement has frequently been observed in 
girls or in young, unmarried women, in whom the sexual system 
has been much at fault from the want of proper tone, from de- 
layed or from prenatural development of the organs involved; 
more often it has been the result of cause affecting the general 
trophic centers of the cerebro-spinal system. In such cases the 
subjects exhibit a great lack of self-control; the mental equipoise 
becomes seriously disturbed, and there arises that singular class 
of ideas which dominates more or less the bodily organs and 
produces morbid transformation of function. 

It is not uncommon for women who have subinvolution of 
the uterus resulting from traumatism of parturition or from 
retained secundines of abortion, or from women ‘who have suf- 
fered from metritis and consequent displacement and adhesions 
of the uterus or adnexa to become the victims of hysteria or of 
general hyperesthesia. Severe or prolonged suffering from 
cystitis superinduced by anteflexion of the uterus of the third 
degree is a frequent source of neurotic disturbances. One of 
the most distressing cases of nervous perversion which I have 
ever met was the sequel of cystitis, involving essentially the 
cervical portion of the bladder. ‘The patient became ‘in great 
measure uncontrollable until I had effected dilatation of the 
meatus urinarius and performed the operation for artificial 
vesico-vaginal fistula. Similar phychical symptoms may result 
from long continued or repeated irritation and inflammation 
giving rise to adhesions, or from other morbid processes affect- 
ing the function of the ovaries and Fallopian tubes. 

It is sometimes surprising to note how rapidly patients may 
recover after recourse has been ‘had to surgical expedients for 
overcoming the morbid condition. The relief following such 
operative treatment is no doubt due to the restoration of the 
important function of the vascular and nervous elements witb 
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which the parts are abundantly supplied. The class of cases in 
which such phenomena are exhibited occur as said before, usu- 
ally, in persons who have suffered from shock, nervous strain, 
or from injury to nerve center. Not infrequently the condition 
does not appear until after there have been circumstances which 
lead to mental disquietude, such for instance as may result 
from reverse of fortune; the state of mental perversion may 
especially take place in those individuals who have been subject 
° attacks of asthma or to other forms of chronic exhausting 
sease. 

Hysteria is not confined to women; it is now generally known 
to occur in persons of very impressionable or emotional charac- 
ter, regardless of sex; it is, therefore, often seen of late years 
in men. It should not be confounded with certain forms otf 
disease that may arise from the use of ‘aloholic drinks or with 
symptoms that may follow an apoplectic seizure or even ‘with the 
mental depression, the sobbing, and emotional disturbances oc- 
curring in persons during their second infancy. Many cases 
that were formerly termed spinal injury or “spinal concussion,” 
resulting from accidents which occur in railway travel, or from 
other Causes, can sometimes, be very properly clast as hysterical 
in their nature. In such instances I have noticed that the sutf- 
fering or the subjective symptoms complained of were often out 
of ‘proportion to the visible marks of injury. ‘The limb or other 
portion of the body exposed to the violence may escape fracture, 
dislocation, or manifest disintegration of tissue, but the force 
of the blow may be transmitted along the parts to other struc- 
tures that may be in immediate connection with important nerve 
._or ganglionic centers, or become localized in the encephalic 
cortex and so remain the seat of the nervous morbid phenomena, 
or the foci of abnormal cerebration. In cases of even the minor 
grades of injury there will arise at times a long train of sub- 
jective symptoms, including various degrees of hyperesthésia, 
paresthesia, anesthesia, or perversion of sensibility of certain 
special nerve tracts. No doubt the psychical manifestation, the 
epileptiform seizures, and the hysterical, insane impulses that so 
often supervene after the reception of an injury or wound are 
the direct outcome of localized vascular disturbances and of the 
trophic changes that take place iin the nervous tissue. 

The treatment for patients presenting grave nervous dis- 
turbances as the result of traumatic causes requires much con- 
sideration. Many such cases that would have been fortherly 
attributed to ‘the effects of concussion of the spine must now 
be viewed in a different light. There is danger, ‘however, that 
the pendulum may swing too far the other way; that many 
lesions seriously ‘affecting the usefulness of the mental powers, 
thé integrity of a limb or other important part of the organ- 
ism may be interpreted as being merely likely to happen in those 
in ‘their nature. This is now more likely to happen in those 
cases in which compensation by passengers is demanded for 
injuries sustained in public conveyances. 


HYSTERECTOMY FOR FIBRO-MYOMATA—SOIME EARLY 
RECORDS—RETIARKS, 


BY MARY A. DIXON JONES, M. D., NEW YORK CITY. 


An article on the above subject from my pen appeared in 
The British Gyneeological Journal, February, 1898, with tabu- 
lated cases. In the same journal, May, 1897, Dr. Charles P. Noble 
presented a paper on “The Development and the Present Status 
of Hysterectomy for Fibro-myomata, and for Inflammation of 
the Uterine Appendages in America;” in which, on page 52, he 
says: “Pan-hysterectomy for uterine fibroid was first performed 
in America, February 16, 1888. The operation was deliberately 
undertaken, as shown by the fact that some months previously 
Dr. Jones had, in a public discussion, spoken of the advantages 
which such an operation would have. At the time this opera- 
tion was publisht it was supposed by Dr. Jones to have been the 
first pan-hysterectomy for fibroid tumor, as the admirable work 
of Bardenheuer was not then known in America.” 


Dr. HB. W. Cushing, of Boston, refers to the same in his 
paper, read before the-New York Academy of Medicine, Section 
of Gynecology and Obstetrics, March 28,1895. He says: (1) “Mean- 
while, however, another great advance had taken place, and 
that was the introduction of a safe and feasible method of re- 
moving the entire uterus through the abdominal incision.” On 
November 23, 1887, Dr. Mary A. D. Jones, presented before the 
New York Pathological Society a fibroid of the uterus, removed 
with extra-peritoneal treatment of the stump. She then said 
to the society that she “believed a better and more rational pro- 
cedure would have been to open the abdominal walls, being well 


assured of the conditions, and liberating any adhesions, then to 
sever the vaginal connections as in kolpo-hysterectomy, and to 
remove the entire uterus.” 


THE PRELIMINARY CASE THAT DREW DR. JONES’ A'T- 
TENTION 'TO THE SUBJECT. (2). : 

On August 15, 1887, a little, emaciated East India Mulatto 
called at the Out-Door department of the Woman’s Hospital of 
Brooklyn, 35 years old, had one child, twenty years before; said 
she had been sick since its birth with constant pain and distress 
in the abdomen. ‘The last six or seven years, severe uterine 
hemorrhages, lasting fifteeen days, leaving the patient weak, 
sick and prostrated. During the last three years there had been 
scarcely a day’s interval entirely free from hemorrhages, the 
regular monthly period being recognized only by ‘the more severe 
pains and continued cramps, and probably an increast tlow. L 
found the uterus enlarged by an intra-mural myoma, the tumor 
commencing at the internal os, suddenly increasing in size and 
extending an inch above the umbilicus; the lower portion wedg- 
ed tightly down into the small pelvis. In October, 1887, the pa- 
tient was admitted into the Woman’s Hospital of Brooklyn. 
She continued to bleed, was growing weaker, and less able to 
help herself, and still complained of great pressure and distress 
in the region of the bladder and the rectum. On November 
15, the operation was performed. The omentum was firmly ad- 
herent in many places. After separating and tying, I past my 
hand around the tumor to free other adhesions, which were 
more numerous in the region of the uterine appendages. The in- 
cision was further enlarged, and after liberating the adhesions, 
with one hand under the tumor, and the other with Tait’s screw, 
the mass was lifted from the abdominal cavity. There was no 
little difficulty in tying off the broad ligaments, yet greater dif- 
ficulties in securing the pedicle. When secured, many smavy 
fibroids having been shelled out, the pedicle was transfixt with 
pins and placed in the lower angle of the abdominal incision. 
The pedicle was so extremely short that it was necessary to 
make great traction in order to get it into position. The peri- 
toneal edges were then brought closely around, a drainage tube 
was placed in the upper part of the wound, extending to the 
lower part of the pelvis. After closing the abdominal walls, the 
usual dressings were applied. On the fifteenth day, the stump 
came off, leaving a healthy granulating cavity, which soon heal- 
ed. The patient continued to improve, gained in strength every 
day, and no happier face was in the hospital than that of this 
long suffering woman. She said she was better and more com- 
fortable than she had been for twenty years. May 5th, the pa- 
tient was strong and in excellent health, able to attend to her 
ordinary duties. 

‘When I presented this case with the pathological specimen 
before the New York Pathelogical Society, November 23, 1887. (3) 
I stated I believed a better and more natural procedure would 
have been, after opening the abdominal walls, and liberating any 
adhesions that might exist, then to have severed the vaginal 
connections, as in kolpo-hysterectomy, and to have removed the 
entire uterus; or, if the body of the tumor or uterus was removed 
through the abdominal incision, then to remove the uterine stump 
per vaginam, and after “la toilette du peritonne” close the ab- 
dominal wall and leave the vaginal opening as the best and most 
natural way of drainage. ‘This procedure would have presented 
these advantages: First, It would have very much shortened 
the operation, as most of the time was taken wp in securing 
and placing the stump. ; 

Second, There would have been less shock to the patient. At 
the end of the second day after the operation, there was more 
evidence of shock to the patient than at the close of the op- 
eration, which, no doubt, was due to the strain and nervous 
tension caused by the constant pulling of the pedicle. 

Third, This mode of procedure would have very much les- 
sened the dangers of the operation, not only in diminishing the 
shock, and shortening the time of the operation, but principally 
that it gets clear of the stump et tous ses douleurs. 

Fourth, The patient would have made a more rapid recov- 
ery. The vaginal wound adheres very much more quickly and 
naturally than the encircled stump, and would be attended with 
less complicating difficulties; besides, it seems to be nature’s 
natural outlet. 

THE FIRST TOTAL HYSTERECTOMY FOR MYO-FIBRO- 
MATA OF THE UTERUS IN AMERICA, PERFORMED 
FEBRUARY 16, 1888. (4). 

Mrs. H. S., a Swede, called to see me on January 17, 1888; 
aged 40, twice married, never had any children. Examination 
showed a uterine myoma extending from the cervix to within an 
inch of the ensiform cartilage ,and much larger than the uterus 
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at term. The lower portion of the tumor was hard and firm, 
filling tightly all the space between the cervix and pubic bone, 
pushing the cervix far back and up, from which position it 
could not be moved in the least, and it was quite as impossible 
to pass a sound into the uterine canal. Beneath this portion ot 
the tumor the bladder spread out; a sound in the bladder past 
directly down to the cervix. This growth had evidently existed 
for many years, but was becoming more and more a source of 
distress and oppression, exhausting the patient by its own 
weight, interfering with her breathing, and was such a burden 
that she could with difficulty turn from side to side in bed, and 
frequently had to rise from her bed and stand up to find relief. 
Its enormous size incapacitated her for any kind of employment, 
she could not bend over, and if she was much on her feet the 
pressure gave her neuralgic pains in her limbs, of which she 
frequently had most severe attacks, “rolled on the fioor in a2- 
ony,” and found relief only by hypodermic injections of mor- 
phine. From time to time she had consulted several well-known 
practitioners. They all told her the tumor could not be remov- 
ed; that the attempt to remove it would cause her death. She 
replied she would rather die than endure the constant torment; 
that “often she had felt that she must kill herself.” She was 
ever conscious of the presence of the tumor, often awakened at 
night with a distrest agony of mind, only to find it still there. 
It was such a mental distress that even her well-balanced mina 
and strong nervous system seemed ready to give away. She 
was becoming a wreck mentally and physically. Her emaciat- 
ed body was only a framework to support and transport the 
growth. Naturally a strong, vigorous woman, from a long-iive% 
family, now at the age of 40, she was old and worn out, reduced 
in health, strength and flesh, and was failing rapidly. Her hus- 
band said she had failed more during the last six months than 
for three years previously. This patient, Mrs. H. S., was ad- 
mitted into the Woman’s Hospital of Brooklyn, February 5, 
1888. The operation was performed February 16. As she lay 
on the operating table under ether, the body seemed a mere 
skeleton; the monstrously large and nodulated tumor filled the 
whole abdominal cavity, extending up to, and under, the ribs. 
The right tube was greatly enlarged, presenting the appearance 
of a coiled up and adherent mass of intestine; the left tube was 
also adherent, its fimbriated extremity closed, and the tube filled 
with pus. The broad ligaments were tied off, and the temporary 
rope clamp thrown around the tumor, a great portion of which 
was cut away; then Koeberle’s clamp was screwed on lower 
down, when other portions of the fibroid were enucleated. The 
pedicle thus secured consisted of a mass of tumors, one of them 
three inches in diameter, all closely packt, reaching to the cer- 
vix. I knew that to make a pedicle of this mass would not only 
endanger the patient’s life, but render the operation unfinisht 
and imperfect, so I decided at once to proceed as in kolpo-hys- 
terectomy for the removal of this portion. I rapidly separated 
the vaginal attachments, carefully preserving the bladder and 
ureters intact. The mass of tumors, on account of their size, 
had finally to be delivered through the abdominal opening. The 
peritoneal cavity was washt out, the abdominal wound closed 
and drest, the vaginal wound left open for drainage, and treat- 
ed as in vaginal hysterectomy. By thus removing the cervix 
or the entire uterus, we not only got clear of the stump, but of 
the great mass of loose tissue which surrounded it, and which, 
if it had remained, would doubtless have produced the most s@ 
rious consequences; and this is probably an explanation of why 
the report has so frequently to be made of death on the ninth, 
twelfth or fourteenth day from abscess near the stump. I do 
not see how in this case, with every precaution, the formation 
of an abscess could have been prevented in so much loose tis- 
sue. 

Dr. Charles N. D. Jones, in a letter to the American Journal 
of Obstetrics, said: “By this method of dealing with the stump 
the patient escapes all those dangers which must necessarily 
attend the leaving of the uterine stump, whether treated by the 
intra or extra-peritoneal method. I believe this method is des- 
tined to revolutionize our treatment of uterine myomata.” 

This was then supposed to be the first time total hysterec- 
tomy for fibroid had ever been performed; but soon after Dr. 
BH. W. Cushing had presented the subject to the Academy of 
Medicine, March 28, 1895, Dr. H. J. Garrigues told me of its hav- 
ing been done by Dr. Bardenheuer in 1881. 


PRELIMINARY CASE OF DR. BARDENHEUER. (5). 

The patient was strong and in a fairly good condition, show- 
ed a large, hard nodular tumor in the abdomen, easily movable. 
Operation January 14, 1881. The tumor, which was connected 
wvith the uterus by a thin, slim pedicle, was raised up. On the 
posterior walls of the uterus were two quite small growths. The 


uterus was pierced near the cervix with a trocar armed with 
rubber tubes. The ends of the rubber tubes which were put 
through were brought to the front through a cut in the broaa 
ligament, then tied together, so that the uterus was ligatured in 
two parts. A little above the ligature the cervix was trans- 
versely severed, and the uterus removed with the tumor. Jan- 
uary 16th, third day—Morning temperature, 37.40, pulse weak, 
and very frequent, breathing 28, tongue covered, but moist. The 
patient got weaker and weaker, and died at 2 o’clock at night. 
The autopsy, twelve hours after, showed that “in the folds of 
the peritoneum, which led from the stump, was bloody pus, and 
the neighboring intestines were covered with peritoneal exuda- 
tions.” 
THE FIRST HYSTERECTOMY FOR TUMOR. 

But before Dr. Bardenheuer, total hysterectomy for fibro- 
myomata had been performed by Charles Clay (6) of Manchester, 
England, his operation being on January 16th, 1844; and he re- 
ported the same before the Obstetrical Society in London, 1863, 
saying: “The disease had existed 16 years, the patient had an 
enormously enlarged abdomen, the left ovarium was four pounds 
in weight, the uterus twenty pounds, and the cystic deposit 
amounted to about eight pounds, making thirty-two pounds in 
all. I determined to extirpate the whole, converting the vagina 
into a cul-de-sac. The operation was soon and easily accom- 
plisht. On the twelfth day, she was doing so well that every 
reasonable hope was entertained of her ultimate recovery. On 
the thirteenth day, the nurse lifting her from her bed, the pa- 
tient fell on the floor, somewhat violently, and died on the morn- 
ing of the fifteenth.” 

This patient of Dr. Clay’s had evidently recovered from the 
operation. The operation was a success, and as Charles Clay 
said: “It was the first operation in the world, where both uterus 
and ovaries were extirpated through the abdominal walls. Re- 
flecting on this case,” said Dr. Clay, “it appeared to me quite 
possible for a female to recover with the uterus extirpated.” 

Dr. Clay’s second operation of hysterectomy for tibromyo- 
mata was January 2, 18638, which he called ‘‘total hysterectomy,” 
but it was not a total extirpation. He did not in this case 
quite come up to the light he had. His great soul was drifted 
from the clear proceedings by the kindly thought of leaving in 
the woman a perfect vaginal canal. Still, it was a beautiful 
operation, and beautifully performed. He says: ‘he tumor 
appeared to be five or six pounds, filling a large portion of the 
pelvic basin. I dissected the broad ligaments from the tumor, 
and securing them by ligatures, divided them, and continued my 
progress down to the cervix. I placed a ligature on it just jm- 
mediately above the plane of the os, consisting of three strands 
of strong Indian hemp, and then divided the cervix. My in- 
tention in so doing was to secure the os itself for the summit of 
the vaginal canal, and itto keep entire the vagina in its full in- 
tegrity.” 

Koeberle, in his operations, did not do total hysterectomy. 
His method was according to Clay’s second case; and Koeberle 
continued to IMPROVE in the WRONG DIRECTION till he 
had made the pedicle long enough to extend to the abdominal 
incision; and in 1868, he establisht the “extra-peritoneal treat- 
ment of the pedicle,” with the adoption of the metallic means of 
compression (the serre-neeud.) Thus he led us into the wilder- 
ness, as thousands of cases testify. Pean’s first operation was 
in 1864, and he helpt Koeberle perfect and establish the proceda- 
ure of the extra-peritoneal treatment of the pedicle. Pozzi says: 

“It is, therefore, to the two French surgeons, Koeberle and 
Pean, that the merit belongs of having establisht this operation 
on a scientific basis.” Caternault (7), a pupil of Koeberle, tells 
something of the history. He gives 76 cases and 53 deaths! 
Pean and Urdy, in their work, 1873, page 15, give by different 
surgeons, 44 cases and 80 deaths! Pozzi says in 1875, he was 
able to collect 119 cases, with 74 deaths. Dr. Granville Ban- 
tock (8) says: “At the meeting of the British Medical Association, 
1880, Sir Spencer Wells reported 60 cases, in which the opera- 
tion was completted in, only 34, with a mortality of about 53 
per cent.” 

As in ovariotomy, the clamp led away from the ligature of 
McDowell, so in hysterectomy, the extra-peritoneal treatment of 
the pedicle led away from the simplicity of Charles Clay’s first 
operation. 

REMARKS. 

Dr. Noble, in his article on page 72, compares, for the years 
1894-95-96, the statistics of supra-vaginal amputation for myo- 
fibromata of the uterus with those of total hysterectomy, giv- 
ing the work of five operators for the first and of four operators 
for the second, saying: “It is believed that the results of a few 
well-known gynecologists for a definite length of time will give 
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@ more correct approximation of the present mortality of the 
operation than a collection of cases from a larger number ex- 
tending over varying periods of time.” 

If this be so, why may not I present the statistics of the 
few operations mentioned in this paper as “a correct approxima- 
tion of the present mortality of the operation?’ 

Dr. Noble says further: “A comparison of the tables present- 
ed indicates that the mortality of supra-vaginal amputation is 
little more than one-half that of total extirpation for myo-ti- 
bromata of the uterus.” Referipg again to my table, I tind Dr. 
Noble’s decision reverst. ‘The mortality of supra-vaginal am- 
putation is greater than that of total hysterectomy. The author 
further says bis table, he believes, “represents the relative risks 
of the two operations.” In reply, I believe my table more truly 
represents the relative risks of the two operations. 

But there is another factor, and surely Dr. Noble will recog- 
nize it: that it is hardly just or fair to compare the results of 
-‘supra-vaginal amputation for fibroid, with total hysterectomy for 
the years 1824-95-96, one method being old and well cultured, 
and the other regarded as comparatively new. Supra-vaginal 
amputation has long been adopted, its technic has already been 
brought to a great degree of perfection, by the ‘assiduous ane 
beautiful efforts of many great and able surgeons, while total] 
thysterectomy for fibroids has been comparatively little prac- 
tist. As time goes on, the technic of this new method will be 
immensely improved. Thetechnic of any operation in the hands 
of wise surgeons, conscientiously and with the highest aims ana 
noblest heroism trying to save human life, will necessarily im- 
prove, will make sure and onward advances toward perfection. 

Do not these great possibilities of improved ‘technic still more 
emphasize the fact that the two methods should not, for the 
years 1894-95-96, be brought into comparison to indicate the rela- 
tive mortality of the two operators? Would it not be more near- 
ly correct and more in accordance with general usage to com- 
pare the early record of total hysterectomy for fibroid with the 
early records of supra-vaginal amputation? and even here there 
are many modifying circumstances. Surgery in every depart- 
ment has made great advances; still for a moment we will 
glance at this comparison. One of the earliest ‘hysterectomies 
am this country was by Kimball, and in 1875 he reported 9, with 
6 deaths. Burnham ‘in 1877, 16 hysterectomies, 12 deaths. Thom- 
as (9) gives the following: ‘Pozzi (1875), 119 cases, T7 died; Boinet 
46 cases, 54 deaths; Storer (1866) 24 cases, 18 deaths; Thomas 
(‘Diseases of Women, 1882), 18 cases, 6 deaths; Burnham (1884), 
10 cases, § deaths; Olshausen (1883), 12 cases, 4 deaths; adding, 
the whole table gives 395 cases, 132 deaths.” Hoffimeier (10) 
of the intra and extra-peritoneal, reports 881 operations, 204 
deaths; of the extra-peritoneal, 200 operations and 30 deaths. 
Krug (11) said in 1891: “The tables compiled by Wehmer in the 
Zeitschrift f. Gynaekologie, show a mortality of 24 per cent in 
262 operations performed by nine eminent surgeons.” Schroeder 
412) at the British Medical Association, 1883, said: “Of 66 patients 
on whom I have operated, I have lost 20.” Besides this Schroea- 
er collected reports of 73 cases, of these 55 died. Sir Spencer 
Wells (13) gives.his results in 1883: “‘T’'wenty deaths in 30 com- 
pleted operations.” Knowsley Thornton (14) the same year, 12 
eases, 5 deaths; total, 31 uterine tumors, 10 deaths. Thomas 
Keith puts this result of Thornton thus, “1 out of every 3 died.” 
In 1887 the mortality in the best hands was over 33 per cent, 
and the real mortality was fully 75 per cent, if all cases could 
have been recorded. The same year, Thomas Keith (15) said: 
“What is the mortality of this operation? We shall never know. 
I put it at 25 per cent, though it is probably much higher; in oth- 
er words, one out of four women operated on for hysterectomy 
has till now died afiter an operation.” 

Dr. Noble, in his publisht article, 1897, says: ‘Phe present 
statistics of supra-pubic amputation is 5 per cent.” He goes 
further, saying: “The risk in some conditions being not more 
than one or two per cent.” Mr. Bowerman Jesett (16) says: 
“The mortality after the operation in most skillful hands is at 

least 15 per cent, but in the hands of the less skillful operators, 

the mortality is undoubtedly higher.” In 1895, Mr. Jesett said: 
“I believe I am within the mark when I say, it is now at least 
15 or 20 per cent.” Dr. Christopher Martin (17) says: “Supra- 
vaginal amputation has a mortality of 15 to 30 per cent.” Dr. 
Granville Bantock (18) before the British Gynecologial Society, 
April 27, 1898, said: “That in 147 extra-peritoneals I have had 
22 deaths—under 15 per cent.” If he had added to this his 
nine cases of intra-peritoneal treatment with the seven deaths, 
the percentage would have been over 15. 

Now for a moment, let us glance at the early records of total 
hysterectomy for myoma. In Dr. Bardenheuer’s first seven 
eases he had six recoveries. Prof. Louis A. Stimson (19) re- 


ported to the New York Surgical Society four cases, all success- 
ful. Dr. Krug (2U) presented to the New York Obstetrical So- 
ciety, December 18, 1891, six cases of total hysterectomy for fi- 
broid and one death. Dr. W. F. Smyly, before the British Gyne- 
cological Society, March, 1892, reported three cases, all success- 
ful; his first case was in June, 1891. Prof. Wm. M. Polk, be- 
fore the American Gynecological Society, 1892, reported 18 cases 
of total hysterectomy and two deaths. Dr. Noble in his paper 
gives Dr. Polk’s further record: “Dr. Wm. M. Polk, 1894-95-96, 
24 cases, 1 death. Dr. H. J. Boldt, 55 cases, 2 deaths; and 
prior to 1893, 21 cases and 7 deaths.” Dr. Edebohls (21) in a 
paper read before the section of Gynecology and Surgery at the 
Pan-American Congress, Washington, September 9, 1893, stated 
that he had performed total extirpation of the uterus 6 times, 
and all the 6 patients had recovered. Mr. Bowerman Jesett (22) 
reported before the British Gynecological Society, November, 
1895, that he had performed the operation 8 times and 1 death. 
Dr. Christopher Martin (23) reported ‘that he had performed 
total hysterectomy 6 times without a death. Dr. Cushing, in 
his paper before the New York Academy of Medicine, March 
28, 1895, stated, that for 42 operators, comprising most of those 
who were prominent in this country, there were “abdominal 
supra-vaginal hysterectomies, with stump extra-peritoneal, 444 
cases, 59 deaths, 13.3 per cent. Abdominal total extirpation of 
the uterus for myoma, 313 cases, 39 deaths, 12.4 per cent.” 

Thus, according to Dr. Cushing’s table, even at this period, 
a total hysterectomy has the better percentage, and conse- 
quently ‘has less risks. 

But again as to the “comparative risks” of the two opera- 
tions. Apart from all tables, or statistics, can it not be shown 
that there are vastly greater risks in supra-vaginal amputa- 
tion for myoma than there are in total hysterectomy? Are 
there not infinitely greater risks in securing the pedicle, prepar- 
ing and placing it, and then after caring for it, than there are 
in separating vaginal attachments and getting out the cervix? 
Can we realize the awful risks, the awful dangers, of keeping 
this decomposing remnant of a diseased uterus in close prox- 
imity with the peritoneal surfaces and where it is separated from 
the peritoneal cavity by only two thin membranes? Surgeons 
have indeed shown marvelous skill in managing the stump, 
placing it, caring for it, yet there are still sad results, disap- 
pointing to our best efforts. Dr. Cushing tells us in his own 
beautiful and classical language: “The extra-peritoneal method 
as finally perfected and performed by the hands of a master is 
a beautiful piece of surgery.” That is so. Dr. Cushing fur- 
ther says: “It is a work of art to form a stump.” That also 
is true. But, ah me, the stump!—it is still a decaying rem- 
nant; as best prepared it is still a source of danger, of trouble, 
and uncertainty. a perfect ambush of dangers! So great a 
surgeon as Dr. T. A. Emmett (24) says: “I have removed the 
whole of the uterus in five instances, and notwithstanding the 
greatest care to insure a favorable result, all the patients died 
sooner or later from blood-poisoning generated about the stump.” 
In 1887, Dr. Granville Bantock, of London, performed in the 
New York State Woman’s Hospital, a hysterectomy, with 
extra-peritoneal treatment of the pedicle. With all his vast 
experience, his great expertness, his perfect technic, and in that 
vast amphitheater where there was every resource of science 
and wealth, yet the record is: “Death onthe seventh day from 
a pus cavity on one side of the pedicle.” 

Yes, the pedicle may be a work of art, a beautiful piece of 
surgery, yet is it not setting up a danger and trying to avoid 
it? It is wonderful that the skill and dexterity of our great 
surgeons have enabled them to evolve out of it as good re- 
sults as they have; but what would their results have been 
without this needless difficulty? This diseased remnant of a 
diseased uterus is not only inherently full of danger, but is 
wrong in theory and contrary to the true principles of surgery. 

Dr. Charles Noble, in his carefully prepared paper, next 
speaks of the disadvantages of total extirpations. He informs 
us that his personal experience in total extirpation for fibroid 
tumors is small. He does not place his name on his list of 
total hysterectomies as he does on his list for supra-vaginal 
amputation, so we must conclude that he has not yet had a case 
of pure total hysterectomy for fibroid; yet he says, “My personal 
experience has been sufficient to give me a realization of the 
greater technical difficulties of total extirpation compared with 
supra-vaginal amputation.” 

JT am grieved thus to be compelled to differ from Dr. Noble; 
I can say I have not only performed the operation by both 
methods, but I have studied carefully the technic of each, and 
I believe there are many more difficulties, technical difficulties, 
in supra-vaginal amputation than in total hysterectomy. 
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The same writer in his article continues, stating further his'| ; 
objections to a total hysterectomy. “Hirst, the operation re- 
quires a longer time.” Here I must again refer to my table. 
Clay says of his first case of total hysterectomy: ‘Ihe opera- |, 
tion was soon and easily accomplisht.” The case of supra- 
vaginal amputation by Dr. Bardenheuer, for “a pedunculated | , 
tumor, held by a thin, slim pedicle;” yet this experienced sur- 
geon was two hours in performing the operation, while in per- 
forming his first case of total hysterectomy for fibroid, he was 
not quite one and one-half hours; that is, more than one- 
half hour longer in doing his case of supra-vaginal amputation, 
an operation he had long been accustomed to, than in doing 
his first operation of total hysterectomy for fibroid tumor. For 
his second case of total hysterectomy he was one and one- 
fourth hours. Dr. Edebohls says his first operation of total 
hysterectomy was done in one and one-half hours, the last three 
were performed in or within an hour. Mr. B. Jasett (of 
England) said he removed a twenty-four pound fibroid by pan- 
hysterectomy in one hour. Dr. H. M. Boldt mentions that his 
first case of total hysterectomy was done in forty minutes, and 
the next two cases in about the same period. Martin did his 
fin forty-six minutes. In one he required only nineteen min- 
uutes; yet our author, in his article above referred to, says: ‘“l’o 
do a total hysterectomy takes fifteen minutes longer than to do 
@ supra-vaginal amputation.” 

My first case of total hysterectomy, for an intramural fibroid 
weighing thirteen and a half pounds, though it was an unusually 
ditticult case, took me one-third less time than 1 was in doing 
my case of supra-public amputation, with extra-peritoneal treat 
ment of the pedicle, for an intramural fibroid that weighed nine 
pounds. The fibroid extended from fundus to cervix, spread out 
jaterally in the broad ligaments down towards the vagina, pre- 
senting no suggestion of a pedicle. 

I ‘have often thought | could not possibly have saved this 
patient by any other method than by total hysterectomy. Not 
only was the tumor large, “spread out laterally,’ etc., but the 
fibroid tumor extended down into the cervix so that the pedicle, 
as secured, measured four and one-half inches in diameter. 
The greatly enlarged cervix, with the rapidly spreading growth, 
was pulled up and lengthened out, with an already long, nar- 
row vaginal canal. The Fallopian tube on the right, measured 
ten inches in length, was coiled upon itself and filled with 
bloody serum. ‘The closed fimbriated extremity was four and 
three-fourth inches in circumference; left tube five inches in 
length, and filled with pus, its closed fimbriated extremity ad- 
hering to the left ovary. In many places, there were strong 
peritoneal adhesions well organized, showing repeated attacks 
of peritoneal inflammation. Besides, the patient was weak, 
feeble and exceedingly prostrated; yet with all these drawbacks 
and complications, the operation of total hysterectomy was not 
so difficult, so trying, or so arduous, nor did it take nearly as 
long a time as the one of supra-vaginal amputation with extra- 
peritoneal treatment of the pedicle, for the patient with a 
nine-pound intramural fibroid. Suppose I had attempted this, 
case of thirteen and one-half pound tumor, with all its complica- 
tions and drawbacks by supra-vaginal amputation; how long 
nrould I have been in encountering the many difficulties, how 
could I even have secured the pedicle? Some might say, “Oh, 
shell out the tumors and get your pedicle.” But this, even in 
the hands of the most expert, would have taken time and in- 
creast the perplexities; and when secured, what kind of pedicle 

would it have been? If the fibroid had been enuclented there 
would have been left great masses of loose tissue; they soon 
would have great pockets of pus, patient growing more feeble, 
strength exhausted, and her system poisoned! Without all 
these drawbacks the patient was well and up on the seventh 
day, and able to go around on the twelfth. ) 

‘After © had removed the thirteen and one-half pound intra- 
mural tumor by total hysterectomy, I had not a fear or an 
anxiety. I knew that the whole of the diseased mass was 
away, and there was nothing to make trouble; but with my 
ease of supra-vaginal amputation with extra-peritoneal treat- 
ment of the pedicle, I had continued anxiety for forty-two days! 
That pedicle! The continued threat of awful consequences; the 
constant and unseen danger; the many dangereus possibilities! 
Day after day I rode around seeing various patients, many 
most interesting cases, arid in which I was deeply interested, 
yet my mind and thoughts continually reverted to this poor col- 
ored woman in the hospital. I could even see the painful drag- 
ging of the pedicle, the pulling upon the abdominal walls, the 
displacing neighboring organs, the pressure upon the bladder, 
the continued distress of the patient. The very sunlight of 
heaven seemed to shine into that woman’s abdomen. I saw 


womb, and I so often repeated that which I said at the New 

York Pathological Society, November 23, 1887: “It is only a 

source of danger and should not be there.” Yet when I was 

performing total hysterectomy for the patient who had the 

thirteen and one-half-pound intramural fibroid, I was continually 
fired by the awful consideration of venturing a new operation! 

I knew without an operation, the patient was doomed; yet | 

was ready at any time to turn aside from the contemplated 

procedure if I imagined for a moment it might be better for the 

welfare of the patient; but all the time I saw and was stimu- 

lated by new proofs that the procedure was the best thing for 

the patient, and the only way in which some of the conditions 

could be safely managed. I studied this case and the con- 

templated operation beforehand, I have since reviewed it again 

and again, and am constantly more and more imprest that it 

was the only way the patient’s life could have been saved. Il 

had never heard of total hysterectomy for fibroid being done, 

or any one suggesting, or considering it. 

In this procedure, I certainly did not once think of Freund's 
operation with its more than 72 per cent of deaths (25.) In* 
my earliest surgical studies I dismist it entirely from my mina 
as being wrong in principle, as wholly condemnatory as to carry 
a cancerous cervix through peritoneal cavity. So opposed was 
I to Freund’s operation (26) that I think if I had thought of it, 
I should have rejected total hysterectomy for fibroids. Total 
hysterectomy for fibroids wholly differs from Freund’s opera- 
tion in method, principle, purpose and intention; and certainly 
total hysterectomy for fibroid should not be called a “revival 
of Freund’s operation.” It is not so; yet an excellent editorial 
in the British Gynecological Journal (27) says:. “In February, 
1888, a new impetus was given to the operation by the efforts 
of Dr. Mary Dixon Jones to resuscitate Mreund’s operation.” 
Freund’s operation was for cancer, and has no relation to oper- 
ations for fibro-myomata of the uterus; it has different ends 
and aims, and I can’t see that total hysterectomy for fibroid 
ean be called a resuscitation of Freund’s operation. Not only 
is it wrong to carry a cancerous uterus through the peritoneat 
eavity, but the principle is wrong to open the abdominal walls 
for a uterus not enlarged, or which has no outside complica- 
tions. Freund’s operation in 1878 is more a perversion of Clay's 
method of 1844 and of Burnham’s of 1853. In 1881, when 
Barnenheuer did his first operation of total hysterectomy for 
myo-fibromata, he may have been imprest by Freund’s method, 
an operation he frequently performed; but nothing suggested 
total hysterectomy to me but ‘the manifold dangers of the pedicle, 
its utter uselessness, and the ‘possible injury it does. I urged 
total hysterectomy for the saving of human life, and that it 
was an easier operation, more complete, and could be done in 
less time. 

Dr. Noble gives as his second reason against total hyster- 
ectomy, that “hemostasis is not so satisfactory.” Oharles Clay 
said of his first case of botal hysterectomy for fibroid, in 1844, 
“the operation was soon and easily accomplisht.” Of his next 
ease, in which he left merely a rim of the cervix, he said: ‘“The 
tumor was removed with trifling loss of blood.” Bardenheuer 
says of his first total hysterectomy for fibroid: ‘The loss of 
blood was very iittle.’ Dr. R. B. Hall (28), of Cincinnati, says 
that “in total hysterectomy there is no‘ more danger of hem- 
orrhage than in ovariotomy.” Dr. Edebohls (29) says: “The 
operation was practically bloodless.” 

With my first case of total hysterectomy, with all its com- 
plications, I did not have as much bleeding as I had with my 
ease of supra-vaginal amputation mentioned in this paper. Dr. 
Charles N. D. Jones says in his report of the case of total 
hysterectomy: ‘“‘The hemorrhage was trifling.” I have not read 
of any case of total hysterectomy where there was much bleed- 
ing, and, so far as I see, all hemorrhage may be avoided. And 
now, after the beautiful work of Professor Stimson, of Profts- 
sor Polk, of Drs. Jesett, Hall, Edebohls, and many others, in 
preventing any possible hemorrhage, it is not likely Dr. Noble 
will ever again publish to the world that “hemostasis is not 
satisfactory.” 

Dr. Noble’s third objection to total hysterectomy is: ‘The 
vagina is opened, and altho this may be cleaned previously, it 
cannot be done perfectly, and the risks of infection from soiling 
the fingers or instruments; and secondarily, the peritoneum are 
increast.” 

One of the great advantages of total hysterectomy ts that the 
vaginal canal is open, and so becomes the most satisfactory way 
of drainage. In all my cases of kolpe-hysterectomy for cancer 
I carefully and perseveringly preserved the vaginal opening in 
order thus to secure more complete drainage. ‘Tio persevere 


the utter uselessness of this diseased remnant of a diseased 


this opening was at times most difficult and required constant 
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watchfulness, because the cut surfaces showed such a tendency 
to adhere together that, without the packing of gauze, they 
would close in a few hours. 

With my first case of total hysterectomy for fibroids (30) 1 
closed entirely the abdominal wound. Professor L. A. Stim- 
son (31) says of his first case of total hysterectomy for fibroid: 
“The abdominal wound had been entirely closed and drainage 
made through the vagina, for the first few days.” 

Dr. Noble finally says: “The single advantage which total 
extirpation has over supra-vaginal amputation is that in cer- 
tain cases the cervix ‘is diseased, and in such cases, it is best 
to remove it.” 

The cervix is diseased in all cases; but besides there are 
many advantages in total hysterectomy. First, tke operation 
is easier; second, takes less time; third, a more rapid recovery; 
fourth, no dangerous sequelae; and, fifth, it removes the whole 
of the diseased organ. 

Probably the best reply to Dr. Noble’s paper will ‘be for 
a moment to give the opinion of several different surgeons on 
the subject. Professor Wm. M. Polk (32) says: ‘Nhe alterna- 
tive held out to both sides was total eradication of the stump, 
and toward this good operators have steadily workt.” 

Dr. Joseph Price (83): “I agree that in all probability com- 
plete extirpation will be the future operation.” 

Dr. Florian Krug (84): “Now I am confident that total ex- 
tirpation without leaving a stump is bound eventually to be 
recognized as the ideal method. It requires much less time to 
extirpate the entire uterus, cervix included, than to leave the 
stump and properly care for it according to the intra, extra, or 
any other known method.” . 

‘Dr. R. B. Hall (85): “I am certain the method has come 
to stay, and that the clamp in abdominal hysterectomy will cer- 
tainly be a thing of the past as it is now in ovariotomy.” 

Dr. S. C. Gordon (36): “I advocate the removal of the entire 
uterus. I believe that it is the ideal operation; that it is better 
every way. However little of the cervix is left, there will 
always be more or less danger from septic material in ithe cer- 
vical canal, and though one may cauterize by the very best 
method, pus may result.” 

Dr. F. B. Jesett (37): “From the scientific point of view 
both methods advocated fall short of the ideal gperation, name- 
ly, removal of the whole uterus.” 

Dr. Mathew Mann: “I think the cervix when left is of little 
use, and a possible source of harm.” 

Dr. B. F. Chambers: “I very much prefer tofal extirpation, 
and can see no advantage in leaving the cervix.” 

Dr. H. J. Garrigues (88): “Complete extirpation, altho seem- 
ingly the boldest is perhaps the safest.” 

Dr. Christopher Martin (89): “To briefly sum up the aivan- 
tages of pan-hysterectomy: First, it absolutely cures the patient; 
second, it has a lower mortality than the clamp operation, than 
the enucleation, and, than the intra-peritoneal method of treat- 
ing the pedicle; third, it is attended by far less shock; fourth, 
the convalescence is easy and uneventful, the wound heals by 
first intention, and the patient ‘is up in about three weeks; fifth, 
there is very slight risks of a subsequent formation of ventral 
hernia.” 

Dr. Breevis (40): ‘The operation of total hysterectomy is 
the best one, and I have no doubt it will become the operation 
of the future.” 

Dr. Smyly (41): “I believe it is better to remove the cervix 
entirely than to return it into the abdomen, where it is liable 
to prove a source of danger.” 

Dr. J. F. W. Ross (42): “I feel that this operation will be 
the one generally adopted before five years have past. I can 
heartily recommend it.” 

Dr. BH. E. Montgomery (43): “Of the two procedures, the 
entire removal of the uterus seems to the writer the preferable 
one.” 

Dr. Homans said he had laid down the following rule: “Io 
operate on all cases as soon as discovered and by complete hys- 
terectomy.” 

Dr. Edebohls (46):.“Total extirpation is not more dangerous, 
_ 4s not a more difficult operation.” 

Dr. Wm. M. Polk (47): “It seems to me that the removal 
of the entire uterus is preferable to incomplete removal.” 

Dr. G. Bantock (48): “A method which almost of necessity 
seems to invite suppuration (or the formation of hermatocele) 
and to require dilatation of the cervix for the removal of liga- 
tures, has not much to commend itself to our notice.” 

Dr. Wm. Chapman (49): “It is evident than any operation 
that involves the formation of pus out of sight and out of reach 
of drainage ought to be lookt upon with suspicion.” 
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The technic of circumcision is described by Dr. W. L. Rod- 
man. Professor of Surgery in Medico-Chirurgical College of Phil- 
adelphia, in Pediatrics, of March 17, as follows: In drawing the 
prepuce forward over the glans, be sure and not cut while still 
making traction on the prepuce, as one may, in that way, take 
off too much. Fu'l it down to the proper point, then hold it 
with the forceps, being sure that the forceps are held obliquely 
so as not to inciude any portion of the glans, and snip off the 
prepuce in front of the forceps. No matter how you cut, you 
will find that the mucous membrane will not ‘be severed on @ 
line with the skin; it ‘is so resilient that it gets out of the 
way of che knife or scissors. You will have no vessels to tie, 
as the stitches already mentioned will include the small artery 
at the dorsal aspect of the penis. Then apply the dressing. Do 
not use sutures. except in the adult, and then it is better to use 
fine catgut. The result will depend largely upon the care with 
which you dress the case. The operation is really of less im- 
portance than the dressing. 
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SHORTENING THE ROUND LIGAMENTS FOR REDUCIBLE 
RETROFLEXION OF THE UfERUS AND VENTRAL s5uUS- 
PENSION FOR FIXT RETRUFLEXION.* 


BY AUGUSTIN H. GOELET, M. D., NEW YORK CITY. 
Professor of Gynecology and Abdominal Surgery in the New York School of 
Clinical Medicine. 

Gentlemen:—The two operations to-day will demonstrate how 
posterior deviations of the uterus, both fixt and movable, may 
be satisfactorily dealt with surgically; and I shall hope to be 
able to convince you that these cases should no longer be sub- 
mitted to the slow, tedious and uncertain treatment by tampons 
and pessaries, which always interfere seriously with a woman’s 
comfort and happiness, to say nothing of the harm they may do. 

In the first case, where the retroflexion is reducible, where 
the organ is freely movable and where there are no adhesions, I 
will shorten the round ligaments by a very simple method, 
which is rapidly executed. A general surgeon of very good repu- 
tation has already, once recently, put her under an anesthetic 
and, as he exprest it, “put the womb in place,” doing irreparable 
damage to the introitus vaginae, but accomplishing nothing 
more. Finding that the uterus did not remain in position as he 
expected, and that tampons upon which he pinned his faith were 
of no avail, he was finally obliged to abandon the case, and she 
has been referred to me. This illustrates the folly of one’s at- 
tempting the management of such cases when he does not un- 
derstand them. More especially should the general surgeon be 
censured for undertaking these cases. He has enough in his 
own field; let him confine himself to it. The utter uselessness of 
the so-called “operation” he pretended to do in this case, for 
which he was paid, is only too apparent. This is by no means an 
isolated example, for many of a similar character have come un- 
der my observation. 

This patient can be cured promptly by a very simple opera- 
tion entirely devoid of any risk whatever, and she will not be 
obliged to wear a vaginal pessary even during convalescence, a 
point well worth considering, as she is a virgin. Had she been 
sent to me in the first place, the injury she has sustained at the 
vulvar orifice would have been avoided, and no evidence of the 
examination necessary for a diagnosis would remain. So you 
may readily comprehend what a young woman requiring gyneco- 
logical attention may be spared if she falls into proper hands. 

The abdomen has been previously prepared by shaving the 
pubes and surrounding surface and otherwise rendering the sur- 
face surgically clean. A point is selected midway between the 
anterior, superior spinous process of the ileum and the sym- 
physis pubis. Here over the location of the internal abdominal 
ring an incision ONLY AN INCH IN LENGTH is made, paral- 
lel to Poupart’s ligament. The first incision penetrates the skin 
* only, and care is taken to avoid superficial vessels, which some- 
times cross the line of incision. By careful dissection with these 
blunt hooks and retractors, especially devised for this operation 
by Dr. Kellogg, who originated the operation, we have exposed 
the sheath of the exiternal oblique muscle without loss of blood, 
because the vessels have been drawn aside to either angle of 
the incision, and they have not been divided or injured. This 
part of the abdominal wall is poorly nourisht at best, and it is 
important to avoid destruction of any of the vessels, even when 
small and superficial, for by preserving the nutrition of the part 
primary union is made more certain. 

The assistant now retracts the posterior margin of the in- 
cision so as to expose the upper border of Poupart’s ligament, 
and with a narrow-bladed scalpel I make a small incision, not 
more than a quarter of an inch long, just over Poupart’s liga- 
ment, through the muscular roof of the inguinal canal, just over 
and a little to the inner side of the internal ring. ‘The blunt 
hooks are again utilized here. One is inserted under the upper 
margin of the incision into the canal, lifting it up, while with the 
other, inserted into the canal, the round ligament is caught 
and drawn out. You will observe that the ligament {s quite 
lange at this point, much larger and more readily detected than 
lower down in the canal. As it is drawn out a stout silk ligature 
is past through the loop and the two ends are graspt close to the 
ligament so as to avoid as much handling as possible. The pouch 
of peritoneum which is drawn out with the ligament is stript off 
from it and forced back into the internal ring. Now that all 
the slack has been taken up and this horn of the uterus is 
drawn up against the abdominal wall we are ready for the in- 
sertion of the first suture. This suture of silkworm gut is insert- 


*Clinical Demonstrations in Operative Gynecology. 


ed by means of a long curved needle from above through the 
skin a quarter of an inch from its cut margin near the outer an- 
gle of the incision, and afiter penetrating the skin, fat and super- 
ficial fascia, transfixes the thick part of the round ligament as 
it emerges through the incision in the roof of the canal and 
comes out upon the skin-surfaces near the cut margin at a point 
opposite its initial insertion above. In transfixing the ligament 
this suture is made to include both margins of the incision in the 
roof of the canal, and when it is tied this opening into the roof 
of the canal is effectually closed. It is not tied, however, until 
the second suture has been inserted. Next, the upper margin of 
the skin incision is retracted as much as possible, exposing a 
considerable portion of the external oblique muscle above the 
roof of the canal. An especially constructed ligature-carrier 
in the form of a rectangular aneurism-needle, threaded with a 
loop of stout silk, is made to transfix the fibers of the external 
oblique muscle for a distance of three-quarters or an inch, and 
the ligature around the loop of round ligament is engaged in the 
ligature-loop of the ligature-carrier and drawn through. With. 
this the slack or loop of round ligament is drawn under that por. 
tion of the external oblique muscle included by the ligature- 
carrier. We are now ready for the insertion of the second su- 
ture, which is also silkworm gut. This is inserted from above 
downward in the same manner as the first, entering near the 
lower angle of the incision. It penetrates the skin, fat and fas- 
cia, then transfixes the round ligament as it emerges from un- 
der the external oblique muscle, again as it emerges through the 
roof of the canal, including the edges of the incision in the roof 
and again the free loop of the ligament folded across the wound, 
‘then comes out on the skin-surface below at a point opposite 
its insertion above. The wound is now flusht with warm nor- 
‘mal salt solution, and the sutures are tied. These two sutures. 
serve both for securing the ligament and closing the incision, 
‘which they do perfectly without the necessity of additional su- 
perficial sutures. You see the operation upon this side has con- 
sumed but nine minutes from start to finish, the inguinal canal 
has not been laid open and the ligament is firmly attacht. The 
same operation is now done on the other side. 

/ ‘The numerous advantages of this procedure over the other 
‘methods of shortening the round ligaments must be apparent to 
anyone who has witnest this operation. 


VENTRAL SUSPENSION FOR FIXT RETROFLEXION. 


The next operation is also for retroflexion, but the uterus is: 
fixt in its abnormal position by adhesions, the result of a local- 
ized inflammation occurring after the organ became misplaced. 
‘The uterus cannot, therefore, be replaced unitil the adhesions. 
have been broken up. This is sometimes done through a vaginal 
dncision, and the round ligaments are shortened afterwards, but 
I prefer to do it through an abdominal incision and suspend the 
uterus from the anterior abdominal wall because it permits more 
certain work and there is less risk of wounding the intestine if 
@ knuckle is involved in the adhesions, as is sometimes the case. 
It also permits better conservative work upon the appendages 
when they are diseased. 

This case illustrates the folly of depending upon the pessary 
¢o correct these misplacements. In the beginning, the uterus 
was reducible and an operation for shortening the round liga- 
ments would then have been sufficient. But her physician, 8 
very good general practitioner, used a pessary when she first 
ecnsulted him. It did not give her the relief anticipated, and 
there came a time when it set up irritation and had to be re- 
moved. A slight local peritonitis followed, and since then, sev- 
eral years ago, she has suffered intolerable dysmenorrhea. The 
left ovary is considerably enlarged and very sensitive to pressure,. 
being involved in the adhesions binding the uterus, and it may 
be found necessary to remove it. All this could have been avoid- 
ed if the round ligaments had been shortened in the beginning 
and the pessary had not been used. 

The patient 1s placed in the Trendelenburg position for a few 
moments before opening the abdomen to get the intestines out of 
the pelvis and then lowered again to the horizontal position. 
The abdomen is now opened by a median incision about two and 
a half inches long, terminating just above the pelvis. Two fin- 
gers of the left hand are then inserted, the intestines encounter- 
ed are pusht up and the posterior wall of the bladder is followed 
until the uterus is reacht. Passing the fingers under the fun- 
dus, the adhesions are separated rapidly but carefully. Follow- 
ing the tubes out on each side, these, too are freed. On the 
right I find a slight adhesion with a knuckle of intestine which 
is easily separated. I find the appendix also involved in the 
adhesion on this side, and have detacht it. It is otherwise in 
good condition, you see, as I bring it up into the wound for 
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inspection. The left ovary is rather more firmly adherent, and 
the tube is twisted around and under it, and bent up itself and 
kinkt. I shall bring it up into view and divide these adhesions 
with the knife. The tube can now >be straightened out, and 
you see it is in good condition, though somewhat enlarged. The 
end of the tube is open, and its lumen is, no doubt, free. ‘The 
ovary, as you see, is enlarged, but it is otherwise in good condi- 
tion. This will subside now that it is free, and the return cir- 
culation is restored. 

I will now suspend the uterus by the method of Howard 
Kelly. Lifting the fundus with two fingers behind the uterus, 
it is seized with bullet-forceps and drawn up into the lower 
angle of the incision. The peritoneal margin of the incision 
on each side near the lower angle is seized with pressure for- 
ceps and drawn out. <A medium size silk ligature, threaded in 
a small curved needle, is inserted through the peritoneum and 
subperitoneal fascia on the left, where it is drawn out, then 
through the posterior face of the fundus, and next through the 
peritoneal flap on the right. This constitutes ‘the first suspen- 
sion suture. A second suture is now inserted near the other, a 
quarter of an inch above it on each peritoneal flap and a little 
posterior to the first on the uterine surface. When these two 
sutures are tied the fundus is drawn up close against the peri- 
toneum of the abdominal wall, and being attacht upon the pos- 
terior face of the fundus, the uterus is tilted forward. Being 
inserted upon the peritoneal surface of the abdominal wall, they 
are wholly within the peritoneal cavity when the peritoneal mar- 
gins are united in closing the abdominal wound. 

Two silk-worm gut sutures introduced through the whole 
thickness of the abdominal wall are inserted at the location of 
the suspension sutures to prevent too early sagging of the ute- 
rus. The abdominal wound is now closed with a continuous 
suture of chromicized cat-gut, layer by layer, beginning with the 
peritoneum, including with this the muscle, in the first layer, 
next the fascia, and finally the skin; and no knot is left any- 
where in the wound. 


This patient menstruated a week after the operation without 
any pain whatever, and her convalescence was uninterrupted. 


THE TREATIIENT OF COMPLETE RUPTURE OF THE PERI- 
BY DISSECTING OUT THE SPHINCTER IUSCLE 
AND ITS DIRECT UNION BY BURIED 
SUTURBS. (ABSTRACT.) 


BY HOWARD A. KELLY, A. B., M. D., BALTIMORE, MD. 
+ Professor of Gynecology in Johns Hopkins University. 


The results of the best methods of the treatment of complete 
tears of the perineum are not entirely satisfactory in a large 
percentage of cases. The control over liquid motions and flatus 
is, as a rule, not secured immediately, and it is usually neces- 
sary to encourage the patient by telling her that she “will learn 
to control the muscle in the course of time.” Such a control, 
more or less perfect, it is true, is gained in the course of several 
months; but it has long seemed as if the ideal operation should 
not leave such a condition. A study of the subjest shows that 
this defect in our present procedures is due to a faulty approxi- 
mation of the sphincter ends, which lie buried in a pit, and are, 
therefore, difficult to bring into accurate, firm apposition by su- 
tures embracing a considerable quantity of tissue surrounding 
the sphincter ends. I have to propose, therefore, the deliberate 
dissection and freeing of the sphincter ends, drawing them out 
about one and a half centimeters from the tissues, cutting off 
the scarred ends and effecting a direct union of the freshened 
ends by two or three buried catgut sutures. 

I was led to do this operation by my experience in a case 
which had been operated upon six times with a result which, 
judged by superficial appearances, was perfect, and yet the pa- 
tient had no control over her bowel functions. I made a semi- 
lunar incision around the anterior periphery of the anus and 
found the right sphincter end buried in scar tissue in the me- 
dian line, while that of the left side was ectopic and attacht 
directly by buried catgut sutures, and the skin wound closed 
and union took place per primam. In addition to these buried 
catgut sutures, a splinting suture of silkworm’ gut is past 
through the middle of the sphincter near the edge of the wound 
and on up’ through the septum, splinting the ends together and 
taking the tension off the catgut. 

I have since taken the hint given by this case and adopted a 
Similar procedure in six cases of complete tear of the perineum 
due to confinement. Two additional cases were operated upon 


-properly, I should say, for a cure. 


by Dr. W. W. Russell, and one by Dr. Ramsay. In each instance 
there was a surprising difference between the new and older 
methods, noted at once in the earlier stages of the convalescence, 
and the patient was immediately conscious of perfect control 
of her functions. The bowels should never be locked up. 

Great care must be taken not to leave any dead spaces in 
closing the remainder of the wound in the usual way, in order 
to avoid all risk of infecting the buried sutures. 

I only recommend this operation to those who possess con- 
siderable skill in doing plastic operations, and in securing a 
snug, accurate adaptation of the parts. 


ABDOMINAL SECTION SOME THREE SIONTHS AFTER 
VAGINAL SECTION. 


BY J. M. BALDY, M. D., PHILADELPHIA, PA. 
Professor of Gynecology in the Philadelphia Polyclinic. 


On my return from my summer vacation early in September 
a young woman presented herself at my office with a note from 
a friend in New York, who is actively and successfully engaged 
in gynecological practice. The note informed me that the case 
had been operated upon by himself by vaginal section. It read 
as follows: “A case of diffuse pelvic suppuration; cul-de-sac 
opened; pelvic Mikulicz drain. Temperature at time of operation 
102 degrees, ete. About time for a radical operation if it is to 
be done at the elective time at all.” The young woman gave the 
following history: The operation had been done in New York 
some three months before. She was under treatment by the 
operator from the time of the operation to the time she changed 
her residence to Philadelphia. Her physician there gave her 
the above quoted note, and advised her to consult me. 

I found from close inquiry that her history was in all re- 
spects similar to the general run of histories in cases of long 
standing pelvic inflammation. An examination revealed a con- 
dition of general pelvic adhesions and enlargement as well as 
displacement of the uterine appendages. ‘There remained at 
the seat of the vaginal incision a mass of granulations, which 
was exceedingly tender to the touch, and which bled freely when 
handled. 


For the matter of a month I had the vaginal condition treat- 
ed in order, if possible, to have it healed before proceeding with 
the abdominal section; but the wound was still unhealed, when 
I decided to wait no longer. I opened the abdomen and cleaned 
the pelvis by performing a hysterectomy, removing both sets of 
appendages and the uterus below the internal os. The speci- 
mens show the condition to be one of double hydrosalpinx: and 
double ovarian cysts. Both tubes are distended with the ordi- 
nary hydrosalpinx fluid and fimbriated ends have become oblit- 
erated. In addition to this we observe that the organs show the 
remnants of universal adhesions. ‘The ovaries no longer exist— 
their places being taken by cysts; one of which before it col- 
lapst was as large as a hen’s egg. The cysts are also covered 
with remnants of adhesions. The surface, especially the pos- 
terior, of the uterus likewise shows the same condition of adhe- 
sion. I may add that the vermiform appendix was involved in 
the pelvic cavity and it (together with the mesentery) had to be 
freed from their attachments. 


This patient is one of three whom I have seen this fall, all 
of whom had vaginal operation of one kind or another and all of 
the uteri remained in such a condition as to require an abdom- 
inal section for their cure. The vaginal operation is so often 
an incomplete one, even when performed by an expert operator, 
that one should consider seriously whether he is justified in 
adopting this procedure in such cases; for instance, as the above. 

Here is a woman seriously ill who applies for relief; or, more 
She is put to the risk of an 
operation as well as expense, both financially and as to time. 
Is a measure which, in many cases but a temporary expedient, 
a proper one to adopt? From the vaginal operation she can ex- 
pect but a relief of symptoms and the certainty of a second op- 
eration is before her. I say she can only expect relief and not 
eure, because this case is one of those in which the perfect vag- 
inal operation is an impossible one—provided the operator has 
any consideration for the result to the patient. Why, then, 
should she be put to the risk of a second operation when in the 
first instance abdominal section could be performed and a cure 
accomplisht? and why. if a second operation is to, be made, 
should it be complicated by the possibly bad result of a first one? 
—as in this case. A suppurating vaginal wound which has not 
and will not heal is not altogether pleasant to contemplate when 
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considering an abdominal section. It seems to me the position 
of the vaginal operation is altogether illogical, and must even- 
tually be abandoned. 

This patient was operated upon originally by one of the best 
vaginal operators in this country, and consequently the results 
must be attributed not to the operator but to the operation. he 
increasing number of such cases reporting for further and final 
surgical treatment is becoming embarrassing, and it behooves 
the vaginal operators to offer some legitimate reason for this 
state of affairs or to return to the complete operation of abdom- 
inal section. 


SOME ESSENTIALSIN SUCCESSFUL APPENDICITIS WORK. 


BY ROBERT T. MORRIS, M. D., NEW YORK CITY. 
Adjunct Professor of Surgery in the Post-Graduate Medical School. 


1. Make a correct diagnosis of appendicitis before operating. 
This is readily done with accuracy by almost any one who has 
read the works of authorities and who is careful and painstaking 
in making use of his opportunities for observation. Skillful pal- 
pation gives us the best single resource for close information. 

Not long ago a little brother of one of my patients made the 
diagnosis after the family physician had gone. ‘This is about 
the story as he gave it to me en route to see his brother: “Jimmie 
and I were throwing snowballs, and all at once he began to have 
awful colic. He had felt sort of ‘bad since yesterday. Mamma 
sent for the doctor, and he said that Jimmie had eaten some- 
thing wrong, and gave him some medicine. After doctor had 
gone Jimmie said that his stomach was sore, so 1 pusht on his 
appendix to see if he had appendicitis; and when I pusht there 
Jimmie yelled right out. He said that was the spot. I didn’t 
wait to tell mamma, but ran right down to the doctor’s office. 
‘Doctor,’ says I, ‘Jimmie has got appendicitis.’ ‘No,’ said doctor, 
‘he just has stomachache.’ But I told him low I pusht on Jim- 
mie’s appendix, and how Jimmie said that was the spot, and 
he went back and lookt again, and told me to come and get 
you.’ I operated. It was a so-called fulminating case of appen- 
dicitis. 

In another case a farm hand gave us about this history at his 
bed side: “I began to feel sort of sick to my ‘stomach and 
squeamish last Tuesday. My stomach felt kind of sore, and I 
thought it was this ’ere appendicitis, but I wasn’t sure of it till 
Friday, and then I sent for doc.” This was an ordinary farm 
hand, who did not send for the doctor until he was sure of his 
own diagnosis. And the boy a dozen years old made the diag- 
nosis after the doctor had had a chance and mist it. 

2. Do not postpone opeyation in the belief that the case is 
a mild one, and disappearing. Perforation may occur at any 
moment. Portal embolism may surprise you. The patient may 
not be under your care when his next attack appears. 

8. Do not postpone operation in the hope that the patient 
will not have another attack. About twenty per cent of appen- 
dicitis cases show hard or soft concretions in the appendix. More 
than eighty per cent of appendicitis patients have a mucous in- 
clusion after one attack has subsided. 


4. Do not postpone operation in the hope that a far-advanced 
case may improve and make a safer operation in the interval 
before the next exacerbation. If patients could only be count- 
ed upon to get to the safe interval we would never need to op- 
erate to save life in appendicitis. 

5. Do not trust reports of series of cases of appendicitis 
cured by medical means. We know that the death rate In ap- 
pendicitis treated medically is not far from twenty-five per cent. 
No medical reports have been presented showing any lesser mor- 
tality. Reports have been made, attempting to show a lesser 
mortality rate than twenty-five per cent in appendicitis treated 
medically, but on examination the writers of these reports have 
“failed to pass.””’ They have shown themselves in various lights. 
Sometimes careless, sometimes slovenly, sometimes honest, but 
untrained, sometimes (I am sorry, indeed, to say) actually dis- 
honest. The mortality rate of twenty-five per cent in appendici- 
tis treated medically must be constantly compared with the mor- 
tality rate of a fraction of one per cent in these cases treated 
surgically in a proper way at the proper time. The suffering- 
rate and loss-of-time-rate are also greater under medical treat- 
ment than under surgical treatment. 


6. Do not think that appendicitis surgery is often easy surg- 
ery. Many of the early infection-cases and many of the _ in- 
terval cases offer opportunities for easy work. Many of the com- 
plicated cases offer opportunities for easy work. Many cases 


thought to be good cases for successful operation suddenly hold 
the surgeon close up to the last points in his most skillful tech- 
nic; and the patient is lost unless the surgeon has at his fingers’ 
ends the resources of long training. 

7. Do not think that a confusing lot of instruments may be 
required for appendicitis operations. A pair of scissors, knife, 
artery forceps, a single hook retractor and needles—these and no 
more are the instruments that are used regularly for the best 
appendicitis work in the simplest and in the most complicated 
cases. 

8. Do not depend much upon the sense of sight in operating 
upon appendicitis cases that are advanced to the stage of adhe- 
sions, of pus, of septic peritonitis. Beginners must depend upon 
the sense of sight, but it is important to train the finer sense of 
touch as rapidly as possible. In working by sight large incisions 
are required, and structures are so changed by inflammation and 
by lymph exudate in various stages of organization that the op- 
erator is apt to become confused. The sense of touch enables 
us instantly to recognize structures and to work rapidly. 

9. Avoid protracted operations. Appendicitis patients do bet- 
ter if the surgeon gets in and gets out quickly. The most com- 
plicated cases should seldom require more than thirty minutes 
of operative work, 

10. Do not use gauze packing. Its presence prolongs the 
condition of shock. It causes excessive exudation of lymph. It 
sometimes causes mechanical obstruction of bowel. The patient 
is hurt when the packing is removed. Gauze-packt patients do 
not resist septic infection well. The liability to post-operative 
ventral hernia is greatly increast by gauze-packing because it is, 
difficult to properly approximate the margins of different muscu- 
lar places in cases in which it is employed. Gauzepacking does 
not drain well; it causes a tendency to post-operative adhesion- 
complications; and it is from almost all points of view far worse 
than useless. <A tiny gauze wick drain, surrounded by gutta 
percha tissue that will not adhere to peritoneum, and that will 
allow nice suturing of structures, is the proper thing to use in 
the few cases requiring drainage. 

11. ‘Aibove all things avoid the use of iodoform gauze pack- 
ing. The peritoneum absorbs iodoform with great facility, and 
we have iodoform poisoning added to the injurious effects of 
gauze packing. Iodoform poisoning is usually called “septice- 
mia,” or “exhaustion,” and it causes many deaths at the hands 
of operators who have not learned of its dangers. In cases of 
“septicemia,” or “exhaustion,” where iodoform gauze is in con- 
tact with peritoneum, pour a few drops of the patient’s urine 
upon a pinch of calomel; stir them together with a splinter of 
wood, and note in what a proportion the yellow reaction appears, 
due to the formation of iodide of mercury, from the iodine that 
is being excreted by the kidneys. 

12. Avoid the use of strips of gauze distributed in various 
directions among loops of bowel for drainage. The gauze is 
quickly fiockt with lymph, it adheres to the peritoneum, and 
when it is removed adhesion-angulation of bowel may be pro- 
duced. ‘Trust a small, gutta-percha-covered wick-drain to do all 
of the necessary drainage. 

13. Do not use temporary gauze-packing to protect the 
peritoneum from pus when an appendical abscess is to be open- 
ed. Let pus flow over peritoneum as fast and as freely as it 
will. ‘The steps taken to protect the peritoneum call for unneces- 
sarily long incisions; unnecessary manipulation of structures, ul- 
necessarily protracted operations. 

14. Do aut fail to eee the appendix unless the patient’s 
condition is so desperate that the quickest possible operation 
must be done. 

15. Destroy pus as fast as it appears with hydrogen dioxide 
and wash away the debris with normal saline solution. 

16. Depend upon high rectal enemata of Bpsom salts to re- 
lieve symptoms of sepsis after operation. 

17. ‘Stretch the sphincter ani, or introduce a gas tube, or do 
both, in order to allow free escape of gas from the bowel after 
operation. The expulsive effort is distressing otherwise. ; 

18. ‘Avoid the use of opium before and after operation in 
appendicitis cases. 

The points enumerated above are in a general way the chief 
ones that have given me success in appendicitis work. I have 
publisht a report on one hundred unselected consecutive appen- 
dicitis operations in which my mortality rate was only two per 
cent. One of the two patients died from suppurative nephritis, 
because an appendical abscess had opened into the ureter on the 
night before operation. The other patient had far-advanced sep- 
tic peritonitis at the time of operation, and circumstances pre- 
vented me from managing the case afterward in a proper way. 
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There were thirty-eight chses in the list with abscess and vary- 
ing degrees of septic peritonitis, and most of the remainder had 
various adhesive complications. Only two hernias (and those 
unimportant ones) have developt in that series of cases so far 
as I have been able to learn in following the post-operative his- 
tories of the patients. 

Lastly, do not classify appendix surgery as CHEAP SURG- 
BRY. Appendicitis is a disease in which the possibilities for 
pad results are very large under improper management. It is a 
disease in which small errors in operative technic can have im- 
mediately disastrous consequences. It is a disease which may 
bring us very close to life or death questions, and the responsi- 
bilities may be enormous. The surgeon who is to do appendici- 
tis work should so perfect himself that his work is worth thou- 
sands of dollars in simple cases, and he should ask patients to 
look at the matter in that light. He should be able to show to 
physicians the reasons why they are to have confidence in his 
methods. It is not enough for him to show that he is a success- 
ful general surgeon, for there are many great surgeons whose 
appendicitis work is not on a par with their other surgery. The 
very fact of their success in life means often that they have 
been too lazy to study well the technical points in some special 
kinds of surgery. Like the clergyman of the Institutional 
Church, or the lawyer who is engrossed in corporation work, the 
surgeon whose reward has been a great clientele must of neces- 
sity fail for lack of time to develop some lines of surgery in 
which he fain would become proficient. 


CATHETERS AND CYSTITIS. 
BY R. N. MAYFIELD, M. D., NEW YORK. 

Formerly President of the Colorado State Board of Medical Examiners, and 
Lecturer on Pathology and Clinical Medicine, University of Colorado, Etc. 


It is well known that when it is necessary to use a catheter 
of usual construction—that is, with the ordinary fine perforations 
as an inlet thereunto—it does not work readily or satisfactorily. 
or subserve fully the results expected from it. 

Examples of such unsatisfactory operations are seen where 
there is a good deal of mucus present in the bladder, such mu- 
cus being apt to surround or lie upon the end of the catheter, 
clogging or stopping the apertures thereof and preventing the 
ingress of fluids to be drawn off; again, when sediment or cal- 
ecareous matter is present, it clogs, even sometimes filling in part 
or completely the apertures, with consequent failure of the 
eatheter to fully perform its functions. Such failures are espe- 


cially apt to happen in nearly, if not quite, all forms of chronic 
diseases of the bladder, and notably so in cystitis. 

My object, therefore, is to present a catheter that is reliable 
and efficient in.operation when the use of a catheter is indi- 
eated in all conditions and diseases of the bladder. In this 
instrument the danger of clogging or failure to perform its func- 
tions is obviated, and its interior may be readily made aseptic. 
and ‘bits of mucus that usually clog an ordinary catheter may 
be readily drawn off. 

' This catheter is of very simple construction, being tubular, 
with the curve of an ordinary instrument, and opened at the 
end for'an inlet. For the closure of this open end, and for the 
easy insertion of the catheter, as well as for other purposes, a 
bulbous or rounded head is used, preferably solid and attacht 
to one end of a wire, passing through the body or tube and 
projecting at its rear or outlet end. 

This construction forms a very efficient catheter, having an 
area of opening so large as to greatly obviate the danger of clog- 
ging, for, if mucus’ should lodge against the open end, the work- 
ing of the head back and forth upon its seat would cut away 
the obstructing bits of mucus and permit them to pass through 
the tube. : 

With this instrument there should be no hesitancy in using 
nitrate of silver, iodine, corrosive sublimate, carbolie acid, ot 


i be readily 


hydrogen solutions in the bladder, as any of ‘these solutions can 
drawn off or neutralized, thus preventing poisoning 
from absorption, or preventing rupture from gases that form in 
the bladder. 

Regarding the treatment of this catheter, presuming that we 
have a typical ease, with ropy. viscid and tenacious mucus, the 
membrane thickened and possibly ulcerated, and in deep folds— 
“ribbed,” as it were—we begin the treatment as follows: 

1. Inject a quarter of a grain of cocaine dissolved in a 
drachm of water into the membranous portion of the urethra. 

2. Anoint the largest hard-rubber catheter that can be well 
passed into the bladder, and increase the size one number each 
week until the urethra is normal in size. 

38. Begin with dilute hydrogen solutions—preferably hydro- 
zone—one part to twenty of lukewarm water, using this solu- 
tion freely, especially when employing the large size catheter. 
If the small size is used at the beginning, I recommend the use 
of only two or three ounces at a time until removed by the re- 
turn flow. This can be repeated until the return flow is clear 
and not “foaming,” which indicates that the bladder is aseptic. 

4. Partly fill the bladder with the following solution: tine- 
ture of iodine compound, two drachms; chlorate of potassium, 
half a drachm; chloride of sodium, two drachms; warm water, 
eight ounces. Let it remain a minute or so and then remove. 
‘his treatment should be used once or twice a day. 

Where I suspect extensive ulceration I recommend once a 
week the use of from ten to twenty grains of nitrate of silver 
to the ounce, and neutralize with chloride of sodium solutions. 

This treatment carried out carefully will be satisfactory, as 
there is no remedy that will destroy bacteria, fetid mucus, or 
sacculated calcareous deposits like hydrogen. 


LIGATION OF THE RIGHT SUBCLAVIAN ARTERY FOR A 
SACCULATED ANEURISM OF THE FIRST PORTION 
OF THE AXILLARY—RECOVERY. 


BY W. O. ROBERTS, M. D., LOUISVILLE, KY. 
Professor of Surgery and Clinical Surgery in the University of Louisville. 


September 28, 1897, Dr. Clark, living near Mount Sterling, 
Ky., brought to my clinic, at the University of Louisville, a 
patient with the following ‘history: A man, aged 58, a tall, mus- 
cular fellow, a farmer by occupation, who had always led an 
active life. His father died at the age of 89 years, his mother 
ait the age of 70 years, so it will be observed that he came from 
a long-lived family; one sister dead, cause unknown; several 
brothers and sisters still living, all over 50 years of age and 
in good health. The patient himself never remembers to have 
been sick but once, and that was ‘ten years ago, when he had 
an attack of inflammatory rheumatism, which lasted several 
weeks. He had never had syphilis; has always been very tem- 
perate in the use of alcoholic beverages. For the past two year 
‘the has suffered a great deal of pain in the right arm, extend- 
ing down toward the hand; also in ‘the right side of the chest, 
In January of the present year he discovered a “lump” in the 
right infraclavicular region, about the size of an almond. This 
lump grew slowly, but steadily, and in March ‘he discovered a 
distinct pulsation in it. The palin in arm, hand and side of the 
chest had become so severe as to be almost unbearable. He 
was unable to lie on his right side, and had done little or no 
a4vork since May. 

Upon examination I found a pulsating tumor about the size 
of ‘a duck’s egg just below the right clavide. While he was in 
the erect posture the tumor would be very ‘tense, pulsaition ex- 
pansile, bruit very markt and the tumor sensitive to pressure. 
In the recumbent position the tumor was much smaller, less 
tense, but still quite sensitive to pressure. Pressure upon the 
‘subclavian artery would cut off the pulsation entirely, and 
the tumor would become very flat when the patient was lying 
down. ‘There was little if any difference in the pulsation of 
the two radial arteries, or in the size of the two arms. There 
was no evidence of valvular disease of the heart. 

The following day, assisted by Drs. Bloch and Butler, and 
in the presence of tthe class at the university, I ligaited the 
subclavian artery in its outer third with catgut of large size. 
The artery seemed to be in a healthy condition—not any larger 
than we would naturally expect the subclavian to be. The 
dressing was removed in four days and the wound found to 
have healed throughout its entire length. All the symptoms 
complained of before the operation disappeared alt once. When 
the dressing was changed on the fourth day very little pulsation 
could be detected in the radial artery; the tumor was very much 
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reduced in size, firm ‘and without pulsation. ‘To-day the tumor 
is about as large as a hen’s egg, perfectly firm and without pul- 
sation. The radial pulse is distinct but much smaller than that 
of the opposite side. ‘The patient feels perfectly well and is 
anxious to return home, but | thought it best to keep him under 
observation a while longer. 

This is the eighth case of tthe Hunterian operation that I have 
performed. In six of them ‘the femoral artery was ligated in 
Scarpa’s triangle for popliteal aneurisms; in one the external 
iliac was ligated. In this case the aneurism extended up ‘to 
Scarpa’s triangle from the popliteal space, and in the case re- 
ported to-night the subdlavian was iigated. In all cases the 
result was perfect, and in none of them was there an untoward 
symptom following the operation. Ina case of diffused aneur- 
ism of the femoral artery, which I did not see until after 
rupture of the sac had taken place, I ligated above and below 
the sac. Owing to the pressure upon the tissues by the great 
amount of extravasaited blood and the failure ‘to secure perfect 
asepsis, suppuration and sloughing ensued. On the twenty-first 
day afiter the operation secondary hemorrbiage occurred from the 
point of the distal ligature, but fortunately Dr. Butler happened 
to be in the room at ithe time, and succeeded in clamping the 
artery before a great deal of blood was lost. After sthis the 
patient made a good recovery, and is now running a restaurant 
in this city. 

The accidents following the Hunterian operation, viz., a re- 
turn of pulsation in the sac, inflammation and suppuration of the 
sac, gangrene of the extremities, pyemia and septicemia, I have 
never met with in any of ‘the cases in which I ‘have operated. 

Extirpation of the aneurism, which was first practist by 
Philagrias, of Macedon, in ‘the fourth century, and which has 
been revived since the era of antiseptic sungery, I have never 
done. ‘This operation seems ‘to be ‘the favorite at the present 
time with many operators. ‘She special advantages claimed for 
this over all other operations are, removal of the dangers of em- 
boli, which might give rise to gangrene, and the absolute perma- 
mency of the cure, the absence of secondary hemorrhage, the 
freedom from sepsis and the lessened mortality. 

“Delbet places the mortality afiter proximal ligature at 18 
per cent., that of itotal extirpation of the sac at 11 per cent.; the 
occurrence of gangrene after proximal ligature alt about 8 per 
cent., and only 3 per cent. after extirpation.” 

Ransohoff, of Cincinnati, collected 28 extirpaitions of major 
aneurisms of the extremities without a single death. I have 
never done this operation, as I thave stalted before, and have 
seen it performed only once. That was two years ago. While 
visiting Johns-Hopkins University I saw Professor Hallstead do 
a total extirpation of an aneurism in the same locality as the 
one I have just reported. ‘The tumor was much karger than 
mine. I think he was two or ‘three ‘hours in performing the 
operation, but I understand ithe patient recovered without ‘a bad 
symptom. 


A recent article on the treatment of pyothorax, by Dr. Carl 
Beck, Professor of Surgery in the New York School of Clinical 
Medicine, deserves more than a brief synopsis. He first states 
that collections of pus in the pleural cavity are amenable to the 
saine methods of treatment as are abscesses in general. Ex- 
pectant treatment is absolutely to be condemned. Single aspi- 
ration occasionally cures, as in children, when the infection is by 
the pneumococcus; but this is exceptional, and by repeated as; 
piration much valuable time is lost and the patient’s strength 
wasted, while the lung suffers irretrievable damage. Simple as- 
piration should be used for exploration, the evacuation of serous 
effusions and to tide over those cases of empyema suffering from 
great dyspnea in which, owing to constitutional depression, the 
radical operation must be temporarily postponed. In simple as- 
piration (which is not without danger), in aspiration with drain- 
age in the Buelau’s method of permanent aspiration, the difficulty 
is in determining whether masses of fibrin are present and the 
impossibility of removing them, and in Buelau’s method the 
constant danger of secondary infection, as well as of the drain- 
age tube dropping into the pleural cavity. The treatment by in- 
cision is easy and therefore popular with many, but here digital 
examination of the, cavity is either impossible or can be carried 
out very imperfectly, and only small masses of fibrin can be 
evacuated, the remainder becoming infected. The proper meth- 
od of treatment is by resection of one or more ribs. An incision 
not less than 10 em. in length is made down to the periosteum 
parallel to the edge of the rib. After turning back the perios- 
teum, from 6 to 8 cm. of the rib are removed, and in old cases 
with large cavities 2 or 3 ribs may be resected. An incision Jarge 
enough to admit a grooved director is made into the pleural sac 


and the pus is evacuated very slowly, the pulse, breathing and 
expression being carefully noted meanwhile. ‘The incision is 
finally enlarged, and the masses of fibrin cleared out, Beck’s 
pleural speculum aiding in the exploration. If several ribs are 
resected, the intervening soft parts are ligated en masse before 
division. Drainage is maintained by means of iodoform-gauze, 
Anesthetics need rarely be used; freezing of the skin relieves. 
most of the pain of the operation. Irrigation may be employed 
at the time of operation, using sterile salt-solution unless the 
vus is fetid, when a weak solution of mercuric chloride may be 
used, but subsequent irrigation is unnecessary. Beck’s cases in- 
clude 281 resections, with 19 deaths, none, ‘however, as the result 
of the operation. ‘Lhe results were especially good in cases due 
to the pneumococcus, which occurred most frequently in chil- 
dren in whom the vitality of the organs and the great adapta- 
vility of the thoracic walls were also strong favoring elements. 
Of the uncomplicated cases that were operated upon early, re- 
eovery took place in all. The results of late operation were 
somewhat less favorable. In seven cases in which the pus had. 
odor death ensued. The other deaths were due to tuberculosis. 
and amyloid disease. For old empyemata the principle em- 
bodied in Schede’s operation, that is, the removal, with the re- 
sected ribs, of the intervening hardened costal pleura, is now 
generally accepted. In place of the horse-shoe-shaped flap, 
nowever, Beck makes a transverse incision over the middle of 
the cavity, resects a rib, inspects the cavity and determines what 
further procedures are necessary. If more room be required a 
second incision can be made, at a right angle to the first, and 
the triangular flap dissected up, even resecting a portion of the 
scapula, if necessary, to uncover the cavity. The resulting de- 
formity often disappears to a great extent, owing |to the expan- 
sion of the lung, and beginning scoliosis may be entirely cured. 
The Roentgen-rays show rapid regeneration of the bone. In- 
deed, in the performance of simple resection the surgeon must 
guard ‘himself against the removal of too small a section, as 
owing to this rapid regeneration, drainage may be in- 
terfered with. 


Hale (British Medical Journal, July 9, 1898,) reports a case 
of cephalic tetanus—a man, aged 30 years, suffering from ce- 
phalic tetanus of a subacute type, who recovered completely 
under treatment with antitetanic serum. ‘The pacient received 
also bromid and chloral,. but in view of the rapid improvement 
following the second large injection on the fifth day of the dis- 
ease, the general beneticial effect that resulted is attributed to 
this. Ptosis, a rare symptom of cephalic tetanus, and the emo- 
tional disturbance accompanying the onset of the disease, were 
the unusual manifestations. All told, 210 c. c. of the serum 
were injected. The injections were made into the cellular tis- 
sue of the back, 20 c. c. being injected at each puncture; they 
caused but little pain and there was no subsequent inflammation. 
In contrast to this is a report in the same issue by G. Blacker 
Morgan, Jr., of a case in which symptoms of traumatic tetanus 
developt on the seventh day after a bite from a colt that was 
kept in a stall in which a horse had died from tetanus. The 
treatment included hypodermics of chloral and four injections 
of antitoxin; three injections of 8 c..c. each, given in the first 24 
hours, were followed by temporary improvement, but through 
unavoidable delay the next injection of 16 ¢. ec. was not admin- 
istered till the lapse of 24 hours. The patient died on the eleventh 
day. Which causes the Philadelphia Medical Journal to remark: 
“The value of the antitoxin treatment of traumatic tetanus of 
the acute type, as based upon the reports of cases that appear 
from time to time in the literature, is not such as to encourage 
its continued use. The progress in acute cases seems to be as 
grave now as it was before the introduction of serum therapy.” 


Dr. Geo. M. Edebohls, of New York (according to Central- 
lart fuer Gynekologie, No. 40, 1899), states that he has found 60 
ner cent of his cases of appendicitis in women accompanied by 
wandering kidney, and experiences of others confirm this asser- 
tion. Chronic appendicitis is the most constant consequence of 
wandering kidney, which presses against the head of the pan- 
creas, thus compressing the superior mesenteric vein against the 
vertebrae. determining a chronic stasis in the appendix. The 
connection might even be traced still further and it be shown 
that beth apnerdicitis and wandering kidney are due to some 
relaxation of the peritoneal supports. In twelve cases the ap- 
pendicitis was cured by nephropexy. If the appendicitis is of 
long standing. ablation is indicated. 
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ST. LOUIS, APRIL, 1899. 


EDITORIAL. 


The prominent men of the Bast have of late been “all stirred 
up” by a discussion of the question: Should the specialist pay a 
commission to the general practitioner for business sent to him? 
Numerous have been the editorials written condemning the plan; 
almost countless the letters complaining of the practice. At 
first it was thought to have been adopted only at a few isolated 
points—and those, but to a limited degree; but subsequent reve- 
lations show that this method of securing business has become 
common from the Atlantic ito the Pacific, it being found in its 
most obnoxious form in San Francisco, where some specialists 
openly bid for business. 


‘In St. Louis the plan has been followed by a number of men 


for a long time—not openly, but by securing a reputation that 
“Dr. —— is ‘all right’ on the divvy;” and recently has attracted 
public attention by its adoption by the St. Louis Baptist Hospital, 
which institution sent out leters to the physicians of the sur- 
rounding country, offering one-third of the fees received. To 
the ‘honor of the present staff it may be said that this offer has 
been repudiated by unanimous vote, and the running of the hos- 
pital (professionally) taken into the hands of the staff exclu- 
sively. So that in future it may be presumed this hospital will 
not follow the example of the Heathen Chinee “in ways that are 
dark and tricks that are vain.” 


To the broad question: Shall commissions be paid for busi- 
hess sent to the specialist? It seems there can be but one an- 
swer: An emphatic NO. If universally accepted and practist, 
the logical course of events under the plan, so far as concerns the 
physician himself, would be: That very soon the least competent 
operators would offer the best “commissions’—and ‘have the high- 
est death-rate, thus hurting the family doctor at last far more 
than he could possibly gain, not to mention the injustice to the 
patient. 


On account of the “bargain-counter” tendency, then, and the 
manifest unfairness to ‘the patient, nearly all physicians and 
Specialists agree—in the discussions at least—that the “commis- 
sion evil” is a menacing one, and already of alarming propor- 
tions. They claim, and with good reasons, that if a patient is 
affected by an ailment beyond the skill of the average practi- 
tioner, it is nothing but right that he should be sent to the spec- 
jalist, with a letter explaining previous condition and treatment, 
ability to pay, etc.; and that the specialist shall do the best he 
can for him, accept the fee and thank the doctor—returning the 
patient to his usual family attendant at the earliest possible 


moment; not taking the general practice of the man’s family 
himself or turning it to some friend. This is the ideal relation 
between specialist and doctor, where the specialist for the time 
assumes sole charge, and the whole responsibility. There should 
be no “commission” paid in such a case; no “division of the fee” 
mentioned. 


Nor should there be when the specialist is called in “‘consul- 
tation.” Then he goes to the patient with the doctor, makes 
his examination, gives his opinion and advice to the attendant, 
receives his honorarium, and leaves the case to the family doc- 
tor. Here also it would be the height of absurdity to offer or 
to ask a division of the consultant’s fee. Only dishonest, dis- 
reputable men would think of such a thing. So on general prin- 
ciples it may be at once said, and should be universally accept- 
ed, that for “referring a case” and for “consultations” it is not 
ethical nor honest to accept or offer a “commission.” * 


But a “division of the fee” is not only proper, but often- 
times is imperative, if an injustice is not to be done the family 
doctor. This ‘is not to be regarded as a “commission” for ‘busi- 
ness sent to the specialist, nor is it to be made for consultations 
or simple, referred cases—as just remarkt; it is where the spec- 
ialist and the general practitioner work hand in hand on the 
same case; practically, for the time being, they are partners; 
dividing the work, responsibility and the fee. Is there anything 
objectionable in this plan, if honestly carried out? I see nothing 
wrong in it—to either doctor or patient. Thus in my own city 
work: It is generally known to the physicians of St. Louis that 
I do not make visits to anyone, under any circumstances, except 
with, or at the request of the family doctor; that I never answer 
2 call or perform an operation except when summoned by @ 
physician; and that I am frequently called out of town, so, as @ 
rule, I cannot look after the care of patients subsequent to oper- 
ation, except through the services of either my regular assistant 
or of the family doctor himself. To the latter I therefore say: 
“We will take this case together; the fee will be $——, for which 
we will pay the anestheist $1—, and I will accept two-thirds of 
the remainder, you one-third; sharing the responsibility togeth- 
er; you to attend to the after-treatment at your usual rate; and I 
will see the patient with you, if anything goes wrong.” Is there 
anything unethical or wrong about this? I am simply paying him 
for his assistance, for doing a part of my work, which I have 
neither the time nor the inclination to do. Why should I not? 
For the time, and the case, he simply assumes the place of my 
assistant, in consideration of one-third of the net fee. If the 
circumstances of the patient are such that it will be impossible 
vor the doctor to collect anything for the after-attendance, we 
divide the fee equally. 


Possibly this is not “ethical”—I admit it may not be; but I 
do maintain that it is right! I have known a most kind, skillful, 
humane physician, poor as the proverbial “Job’s turkey,” to can- 
vass the country in which he lives in order to secure by subscrip- 
tion the sum of $125 to pay the expenses of an operation for 
ovarian tumor, the poor woman herself being able to raise only 
enough money to purchase her railroad ticket, with $1.75 for “‘in- 
cidentals.” This worthy doctor borrowed money for his own 
ticket to and from the city, accompanied the patient to the hos- 
pital, paid $25 for her three weeks’ care there; boarded at a “15- 
cent restaurant” for three days, until the patient was out of 
danger; and then paid the operator the fee previously agreed 
upon: $100. As he did so, he briefly (and all too modestly) ex- 
plained the situation to the surgeon. Did the latter “strain the 
code of ethics” and divide the fee? No, he invited the doctor to 
have a cigar! I call such a man.an ETHICAL HOG. 
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If “division of the fee” under such circumstances is a viola- 
tion of either the spirit or the letter of the Code of Ethics, the 
quicker the Code is changed the better it will be for all initerest- 
ed in the welfare of hhumanity—not to mention its all-too-narrow 
branch—medical men. Nor are such cases the only ones in which 
a division of the fee is honorable. Take a case of appendicitis, 
for example: If I am called to a country town 300 miles away 
to operate for appendicitis, my time and expenses amount to 
$150, counting time-value at the rate of $100 a day—the usual 
charge for out-of-town business. The people are able and will- 
ing to pay this, plus $200 for the operation, a total of. $350, of 
which $300 represents my profit. The attending physician as- 
sists in the operation, and attends the case afterward, making 


probably twenty visits at $1.50 or $2 a visit—possibly $40 all |, 


told; if he charge more than $25 for his assistance at the opera- 
tion, he will forever lose the patronage of the family, as it 1s 
generally presumed that the fee paid the operator ought to cover 
all expense, save after-treatment. The attending doctor receives, 
then, at most (if the case does well), $65 for his entire services 
in the case covering two full weeks of care, worry and anxiety. 
He has shared all of the responsibility equally with the opera- 
tor—indeed, he has more than his share, for if the patient die 
he gets the blame, instead of the city operator. Is it fair, then, 
that I receive $300 for my work and he but $65 for his? If the 
average individual were sufficiently liberal, sufficiently just, he 
would be glad to pay the attending doctor more for his services 
than he does; but as men are now constituted, he will not—and 
I therefore hold that the surgeon does exactly right who pre- 
sents the doctor with $100, one-third of his fee. This may not 
be “ethical,” but it is just. 


But—says the doubting Thomas—is this division not likely 
to be abused? To be sure it is. Here one is brought face to 
face with the blank wall of Fate, blank, save the “mene, mene, 
tekel, upharsin” thereon, which liberally translanted, means: 
The medical profession has been weighed in the balances and 


. will be found wanting—unless a change is made. If we are to 


admit to our ranks thieves, whoremongers, abortionists, ‘“‘pro- 
moters,” political demagogues, and the like, we may well ask: 
What will the end be? I am not a pessimist—I believe of ‘tthe vast 
number of medical men of this country 90 per cent may be clast 
among honoyble, upright men who will neither accept nor of- 
fer a bribe—for that is what the “commission” evil means; the 
other 10 per cent may attempt to take advantage of those who 
think as I do about a proper division of the fee, and attempt 
ta hawk their patients—selling to the highest bidder. But the 
honest specialist will soon learn to know these men; and to treat 
them as they deserve, with contempt. 


Of them, amusing ‘things may be expected. Thus: Some 
time ago I received a letter from a doctor in Southwest Mis- 
souri which read as follows: 

Dear Doctor:—I am authorized to receive bids for a hyster- 
ectomy. I have, therefore, written a number of prominent 
surgeons in Kansas City, St. Louis and Chicago, asking what 
part of the $200 I have collected, they will accept for the opera- 
tion. I have already received an offer from a Kansas City man 
to do the work for $50. Can you do it for less?’ I couldn’t! 
Such sharks as these we have amongst us, it is true. Bear with 
them we must, but see that few more such are admitted to our 
ranks. With then honest specialists will not deal; with reputa- 
ble, “straight,” conscienticus doctors (and thank God there are 
thousands of them left in this broad land of ours), the specialist 
should be left free to make arrangements for a division of the 
fee (in proper cases), such that no injustice shall be done to 
either patient or medical attendant. 


It really becomes, then, a question of honesty. Just so long 
as the doctor and the specialist are honest and well-meaning, 
there will be no trouble. To illustrate: Some time ago a doctor 
in Nebraska wrote me that he had a patient suffering from can- 
cer of the uterus. She coulqpay only her hospital and traveling 
expense ($100), and a fee of $500 for the operation; further cor- 
respondence developt the fact that she was timid about making 
the trip alone, and was extremely anxious for the family physi- 
cian to accompany her and remain during the period of danger 
succeeding the operation, but could not possibly pay extra for 
this. I therefore wrote him I would accept $300 for my services, 
allowing him the $200 for his expenses, loss of time, ete. With 
utmost frankness he told this to the patient, who was delighted 
with the arrangement. A day or two later the doctor was call*4 
to Ohio on account of family illness. While he was away the 
patient had a severe hemorrhage, and called another physician 
to whom she explained the whole arrangement. He at once 
urged immediate operation, as “it would be extremely dangerous 
to wait until Dr. —— returns; I will go to-morrow with you to St. 
Louis.” So as all things were ready, the doctor and patient 
started. En route he said: ‘Now I know a surgeon in St. Louis 
who can remove this better and safer than Dr. Lanphear,” and 
at last persuaded her to go to Dr. ——, professor of surgery in 
the school in which he graduated. The operation was done; the 
fee was paid; the doctor remained for more than a week at one 
of the best hotels, at great expense. , When ready to return 
home he approacht the surgeon, told him the case was Dr. Lan- 
phear’s by right, but at his suggestion had been: secured for his 
eminent teacher, and flatly askt for a part of the fee to pay his 
expenses. In frigid tones the professor replied: “I thank you 
for the case, but I never divide a fee!” The fellow had to pawn 
his watch to get home. 


Under the circumstances the man got ‘his just deserts; but 
supposing he had come honestly by the case—an emergency 
case—one in which there was no time to write and make. ar- 
rangements; with the patient and all her money he hastens to 
the surgeon, a thousand miles away, entirely at his own expense; 
assists at the operation, and watches for days at the bedside of 
the patient—her only friend within reach—sharing the care and 
responsibility with the operator. THEN would it be right for 
the surgeon to appropriate every dollar the patient has, and 
with a cold and distant air, ‘hide himself behind the Code of 
Ethics, and say: “I am sorry, doctor, for your loss of time and 
your expense; but I can’t do anything for you—I never divide a 
fee!’ It might be “according to the Code,” but it would not be 
honest. 


It is not pleasant to note, in this day of progress in medical 
education, that the newly-organized Maryland Medical College 
has adopted the three years plan of instruction, even 
the length of term is made eight months (on paper). All the 
other Baltimore schools have adopted the four years’ course, and 
it is a pity the new school did not follow their example in this 
particular, if not some others. By thus acting, the teachers 
shut themselves permanently out of the American Medical As- 
sociation, and all affiliating bodies; worse, they isolate (and in 
a measure, injure) the graduates of their school who matriculate 
with no understanding of the far-reaching and important conse- 
quences. The physicians of the South should insist that this 
school follow the requirements of the American Medical Asso- 
elation. 


An anonymous writer who signs himself “Esculapius” 
writes interestingly to The Philistine on “The Beecham Habit:” 
I wish to call attention to a truth brought to my notice by the 
ship’s doctor on the ‘Lucania.’ This doctor, who seems to un- 
de.rstand himself, declares the Beecham habit is very much on 
the increase. He says that the people who insist on irritating 
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their Erie Canal by doses of the invention of Col. Carter, of Car- 
tersville, as soon as they come on board, are sure to pay speedy 
tribute to Neptune, in a surprising and unexpected way, and 
that those addicted to the Beecham habit are the ones that suffer 
most when traveling on the sad sea waves. The family papers 
teem with warnings that we must invest good money in Fig 
Syrup, Early Risers, Little Liver Pills and Base Ball Boluses in 
order to have good complexions and swe ‘ thoughts. Very many 
people believe this. The habit begins by gentle dallying with 
the Lady Webster Dinner Pill. It grows and grows. One pill 
is evough at first, but two are soon required where only one grew 
before, then three are demanded, and soon a change is required 
from pills to Fig Syrup, then Mother Shipley’s Tea and back 
to pillis—From Carter’s to Pierce’s, then Ayers’, Beecham’s and 
the rest, and at last a frantic dash is made for Ripum’s Tablets. 
The man’s hold has been stored with such a miscellaneous cargo 
that nature stops perplext; Carter is consulted, and she starts, 
she moves, she seems to feel the thrill of life along her keel. Then 
come cold chills, hot bearings, a hawser has surely befouled the 
screw. Stomach protests—mal de mer comes ashore—liver lags, 
kidneys kick, lee scuppers‘are clogged, bilge accumulates and na- 
ture pipes all hands to pump ship. The patient goes into dry 
dock and specialists being consulted, tell him he has cancer of 
the stomach, fistula, appendicitis, tape worm, tuberculosis of the 
bowels and Bright’s disease, and he has, or thinks he has, which 
is just as bad. And all this as a result of the Beecham habit. It 
is very plain to every unprejudiced reader that the prime motive 
of the fin de siecle religious press is to prove that man has liver 
trouble and salvation can only ‘be found by patronizing Dr. 
Pierce’s Pungent, Pugnacious Pollywog Perquisites. Whether 
these things be dictated by Bishop, Presbytery or Ecumenical 
Council, I cannot say. But Col. George Batten, expert in adver- 
tising, advises me that the proper cathartic is usually dictated 
by the Committee of Seventy. However this is, I find that the 
“Outlook” gives prominence and publicity to Tarrant’s Seltzer, 
the “Churchman” to Fig Syrup, the “Christian Register’ to Acid 
Phosphate, while strong leanings are shown by the “Christian 
Leader” for the wares of Dr. Pierce and Ayer’s, the “Presbyte- 
rian” likes Prune Juice, while the “Christian Advocate” lustily 
advocates Early Risers and Ripum’s Tablets. The “Baptist 
Standard” goes off on a new tack and favors Dr. Hall’s Water 
Cure Self-Treatment, while the “Examiner” falls back to Fig 
Sytup and Prunes. The “Christian Herald,” edited by Rev. Dr. 
Tainiage, seems to conduct itself rather loosely, for it coquettes 
its favors between Hood, Beecham and Dr. Hall. As one goes 
south of the Ohio river matters grow worse, for the “Southern 
Pulpit,” of Louisville, not only favors Pierce, Carter and Beech- 
am, but introduces “a sure cure for flatulence,” in the presence 
of Doctor Jingle, whose wares are vouched for by seven clergy- 
men, three of them D. D’s. The opinion is well grounded among 
our agrarian population that the chief claim of our late martyred 
President upon the gratitude of a loving people lies in the fact 
that he invented Garfield Tea. Not long since, in a court of law, 
fig syrup was acknowledged to be innocent of figs. And gen- 
tlemen having purchased Prune Extract and congratulating 
themselves that they are full of prunes, have only taken a dras- 
tic dose of aloes. It seems the part of wisdom for those on sea 
(and land) to monkey with their in’ards as little as possible. 


Philadelphia Medical Journal (March 5, 1898) quotes Deans- 
ley as believing that in acute general peritonitis originating in 
the vermiform appendix, it is absolutely essential that the latter, 
as being the focus of infection, should be removed; though the 
abdominal cavity be infected with the bacillus coli. Strict anti- 
septic precautions should ‘be observed in order to prevent ‘the in- 
troduction of staphylococci or streptococci, with the develop- 
ment of mixt infection. Irrigation of the abdominal cavity 


is not to be recommended, as it tends to disseminate the infec- 


tion. 


SURGICAL NOTES. 


Dr. A. J. MeCosh of New York discusses the subject of gen- 
eral septic peritonitis, in Annals of Surgery. He states that the 
use of sulphate of magnesia—one to two ounces in saturated 
aqueous solution injected into the small intestine during laparot- 
omy for general septic peritonitis—is a valuable addition to the 
usual methods he has employed. The steps of his technic are 
as follows: 

1. Chloroform narcosis. 

2. A free incision—five to six inches. 

3. Usually evisceration. 

4, Removal of the cause of peritonitis. 

5. Irrigation with salt solution at 110 degrees to 112 degrees 
Fahrenheit. 

6. Sulphate of magnesia solution injected into the small in- 
testine. 

7. Drainage. 

8. Partial closure of wound. 

‘As to after treatment, ‘he gives ten grains of calomel supple- 
mented by rectal.stimulation. 


The best method of treating non-malignant strictures of the 
rectum situated above the level of the peritoneum consists 
in peritoneal incision or resection after Dieffenbach and Volk- 
mann. Dr. W. 8. Halstead. professor of surgery in Johns-Hop- 
kins University, Baltimore, reports two cases in which this oper- 
ation was performed with satisfactory results. 


An interesting article on the treatment of fractures of the 
lower extremities has appeared in Annals of Surgéry from the 
pen of Dr. James P. Warbasse, of Brooklyn. In it he givés 
the results obtained in 450 cases of fracture of the lower ex- 
tremity subjected to various methods of treatment. Fractured 
femurs were treated by the customary Buck’s extension anu 
coaptation splints, as much as 40 pounds extension being applied 
to effect and retain perfect reduction; failing toeattain ‘this by 
extension there was no hesitancy in cutting directly down upon 
the fragments. In children traction was applied from above, 
with the limb in a vertical position. Fractures of the patella 
were treated almost exclusively by the open method, the frag- 
ments being approximated 'by various suture materials. Ambu- 
latory treatment was employed in 30 cases of fracture of the 
tibia and fibula, and in 3 of the femur, with satisfactory results. 
In cases of simple fracture of these bones no cutting operation 
was performed for the immediate correction of any deformity; 
in eases of compound fracture the fragments were exposed, the 
injured muscles, nerves and tendons repaired as fully as possible, 
drainage establisht and the limb put up in a temporary splint. 
The plaster-of-Paris dressing was employed whenever possible. 


‘Drs. Dudley Tait and Albert Abrams, of . ‘Francisco, in 
Medical News of February 26, 1898, report ease in which 
pneumotomy was performed for the evacuation of an abscess of 
the lung, and make some observations that agree with those sug- 
gested by Delageniere. ‘The use of the exploring-needle, they 
think, should be discarded in favor of exploratory puncture, as 
the former, as in the reported case, may be misleading in regard 
to the presence of pleural adhesions. When the presence of an 
abscess is determined, liberal resection of the ribs should be 
practist, preferably from a low pulmonary incision, tthe former 
favoring retraction and obliteration of the cavity, while the lat- 
ter affords the best possible drainage. ‘The pleural incision 
should be large enough to allow of thorough exploration of the 
pulmonary tissue. While it is wiser to take every precaution 
to avoid pneumothorax, it should be remembered that opera- 
tive pneumothorax is not as dangerous as has heretofore been 
believed. 


The old question of typhlitis—always of interest to the sur- 
geon on account of its relations to appendicitis—is the subject 
of an article in International Medical Magazine, March, 1899, by 
Dr. A. L. Benedict, of Buffalo, N. Y. He applies the -term 
typhlitis as covering certain cases where the appendix may be 
nearly or quite involved. The diagnostic points indicating these, 
as he enumerates them, are a history of coprostasis or an ob- 
vious increase of irritation of this part of the bowel, cecal tumor, 
normal condition of the leucocytosis at the beginning, absence of 
muscular rigidity, especially a board-like rigidity of the muscles 
of the right side of the abdomen, while a low temperature and 
‘rapid. thready pulse, and great prostration even with normal 
lenrocytosis. are all unfavorable signs. None of these, good or 
bad. however, are pathognomonic; the diagnosis must be made 
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with caution and from the clinical picture as a whole. As the 
writer states: “Ior the present we must be exceedingly conserva- 
tive in regard to denying our patients radical treatment,” but 
there is hope that with greater experience we may learn to know 
just when to call in the surgeon and also to dictate the terms 
en which he shall act. 


At a late meeting of the Cincinnati Academy of Medicine, 
Dr. C. EB. Caldwell presented a girl, aged 8 years, affected by 
genu valgum of the left leg. It was very markt, as shown by 
the following cut from the Cincinnati Lancet-Clinic. Dr. Cald- 
well performed a linear osteotomy of the femur just above the 
condyle—Macewen's operation. Five weeks after the operation 
when the plaster cast was removed, she had no trouble in run- 
ning about without the slightest limp; and was perfectly re- 
lieved of the great deformity, as shown by the second photo- 
graph: 


BEFORE OPERATION. 


Thecase clearly demonstrates that Ogston’s operation, which 
necessitates opening the joint, with possible resultant ankylosis, 
is not always best even with extreme degrees of angular de- 
formity. 


Dr. C. B. N. Camac, of New York, in American Journal of 
Medical Sciences, March, 1899, writes on cholecystitis complicai- 
ing typhvid fever, and details a case with the history of this 
complication, method or inrection, symptoms ana 
treatment. Infection may be by four channels: 
Through the intestinal wall; directly from the duo- 
denum through bile passages; through the liver: 
through the portal system. A_ study of collected cases 
shows the tenth to the thirtieth day as beginning of the disease. 
the twenty-first to the thirtieth having the majority. Out of the 
twenty-five cases of which notes were made, pain at the onset 


occurred in nineteen. The symptoms, however, present no regy- 
Jaritv. As twenty-eight cases showed perforation of the gall 
bladder in twenty-one, he considers active treatment advisable, 


e. g., counter-irritation, cholecystotomy or aspiration. The first 
is of use only when pain is complained of, to avert further de- 
velopment, the real question depending on the two latter. His 
conclusions are: ‘““he complication occurring at the height of the 
disease, when the patient is in the worst possible condition for 
operation, is a serious consideration. If, however, there is any 
chance of averting what from the table appears to be inevitable, 
is it not through prompt operation? And are we not increasing 
the dangers by attempting to aspirate the gall bladder?” 


Journal of Aimerican Medical Association, April 1, 1599, 
contains a note concerning a report on Dupuytren’s contraction, 
by Dr. J. C. Nichols, of Washington, D. C. He presents the re- 
sults of a study based on fifty cases of contracted fascia among 
inmates of the U. S. Soldiers’ Home, Washington, D. C., and 
embracing all grades of severity. He divides the cases into 


three groups: (1) Ordinary well-markt typical cases in which 


AFTER OPERATION. 


there is contraction of one or more fingers, together with the 
characteristic manifestations of the disease in the palm. (2) Cases 
n which there is hypertrophy of the palmar fascia and the char- 
acteristic thickening, induration and altered configuration of the 
skin are present in the palm, but the fingers are not contracted. 
(8) Cases in which the shortening of the fascia are limited en- 
tirely to a finger, the palm being unaffected. Of the 50 cases, 31 
were of the first, 18 of the second and one of the third class. He 
also gives results of a systematic examination of the hands of 
1000 ex-soldiers, for determining the frequency with which Du- 
nuytren’s contraction occurs. He believes that the contraction 
is of idiopathic origin, more apt to occur in the senile period, and 
shuwing markt hereditary influence. 


Dr. J. C. Warren, Professor of Surgery in Harvard Medical 
College, Boston. says that no operation for carcinoma of the lip 
should be considered complete, until the submaxillary and sub- 
mental regions have been thoroughly explored and all the in- 
volved lymphatic glands extirpated. 
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A peculiar, and surgical, sequel of cerebro-spinal meningitis 
is reported by Dr. W. P. Matthews, of Manchester, Va., in Medi- 
eal Register (Richmond) for March. It was in a colored woman, 
aged 25. ‘The illness commenced April 22, 1898, with a severe 
chill, which was followed with severe ‘back- and headache. Af- 
ter this there was continuous vomiting, with a backache and 
hea@ache and stiffening of neck and back muscles; pulse slow, 
full and bounding. Crusht ice and lime water finally ameliorated 
the vomiting. The patient weakened slowly for two days, the 
head being drawn backward, muscles more rigid, pulse still slow. 
By the evening of the fifth day the condition became alarming; 
herpes febrilis on lips and throat; bowels quite loose, showing 
paresis of muscular layers of the intestines; opisthotonos pres- 
ent. Strychnine and whisky were given hypodermically and hot 
applicatiuns applied to the surface and extremities. Other medi- 
cines were also given as required, and the patient began to im- 
prove until May, when it was noticed that gangrene of the toes 
had taken place. This, the writer thinks, was caused by ergot, 
which she had been given at the beginning of the illness in dram 
doses every four hours. The feet were kept wrapt with cloths 
saturated with bichloride solution until a line of demarcation 
was establisht, and then a portion of the phalanges and a part 
of the second metatarsal of the left foot were amputated. The 
patient recovered. 


Dr. James F. Mitchell has been investigating ~ — of 
foreign bodies in the appendix, the results being given in a pa- 
per in Bulletin of Johns Hopkins Hospital, March, 1899. He 
has collected 140u cases during the last ten years, and finds that 
about 7 per cent contain true foreign bodies, while in 700 of 
these cases, in which a definite statement was made as to the 
nature of the foreign body, 45 per cent were fecal concretions. 
He considers the subject with especial reference to pointed bod- 
jes, and finds that pins are the most conspicuous found and by 
no means uncommoz, the appendix seeming to act as a trap for 
pointed bodies and objects like shot or bullets. Foreign bodies 
are. however, known to play a much smaller role than that form- 
erly accredited te them in appendicitis. Cherry stones, grape 
seeds, etc., are rarely found. 


- For pruritus ani the following combination will be found very 
effective: Chiora! hydrate, one dram; gum camphor, one dram; 
mix well until dissolved, and add to lanolin, one ounce. Mix. 
Apply three or four times daily. If this does not cause a little 
amarting when applied, the strength should be increast. 


Dr. L. S. Pilcher, of Brooklyn, recently reported ‘ten cases 
of hypertrophy of the prostate in which most excellent results 
were obtained by the treatment proposed by Dr. J. William 
White, of Fhiladelphia: Castration. There was no mortality. 


In a late paper on stone’in the bladder, Dr. E. L. Keyes, 
of New York, stated that he is becoming more and more con- 
vinced of the advisability, in cases of enlarged prostate with 
@ very small stone in the bladder, of doing a suprapubic lithot- 
omy and a partial prostatectomy, instead of, as he had formerly 
advocated, performing litholapaxy. ‘The mere size of the pros- 
tate is not a factor in the problem. If lithotomy be performed, 
the suprapubic route should be selected, as it allows lowering 
the vesical end of the urethral floor. 


Thanks to a better knowledge of the dangers and modes of 
transmission of syphilis, and to superior habits of cleanliness, 
epidemics of the disease are rare in America, yet they occur 
among the lower classes of our population with greater frequen- 
ey than is generally supposed. In the New York Medical Jour- 
nal of March 26, Dr. W. S. Gottheil, of New York, records one 
in which the disease was introduced into the family, according 
to the history, by vaccination, and in which every member of 
the family of eight was ultimately infected. The first case was 
a child of two years; then the mother, aged 34; then two girls, 
aged nine and fourteen, respectively; then a boy of four; then 
a girl of seven; and then a nurseling. aged six months. The 


father escaped until the last; but late in the spring he came to 
the clinic at the New York School of Clinical Medicine with a 
characteristic eruption, alopecia, etc. The cases were all se- 
vere; there were several irites: all had obstinate and some very 
extensive mucous patches; and the two-year-old child had a 


in two cases only. probably on account of the lateness and ir- 
regularity with which the patients were brought to the clinic. 
In the mother it wés upon the center of the cheek, and in one 
giti it was upon the eyelid. The family was very poor, living 
in one room, and their habits were very uncleanly. 


In Medical News of February 25 Dr. R. H. M. Dawbarn, 
Professor of Operative Surgery in the New York Polyclinic, 
states that five points are to be especially observed in the treat- 
ment of shock by “the free use of intravenous, hot, saline infu- 
sion:”’ 1. The piace of entrance, which in most cases is the me- 
dian basilic vein, occasionally a vein in the operating wound, 
while. where speed is not a factor, the rectal route is an excel- 
lent one. 2. As to the solution, it should be the so-called normal, 
really Gecinormal, salt solution, which is six parts common table 
salt per thousand, boiled and filtered; roughly, a heaped teaspoon- 
ful to the quart. 3. The solution should be as hot as can be 
borne by the hand, about 120 degrees F. 4. In the adult, the 
amount should never be less than a liter, often two, and occa- 
sionally three, always injecting slowly. 5.- The time occupied in 
introducing tluid into a vein should never be less than ten min- 
utes to tbe liter. 


Dr. A. T. Cabot. of Boston (Boston Med. Surg. Journal), re- 
perts a case in which he was able to find and suture a perfora- 
tion in the stomach of a woman about thirty years of age. The 
opening was in the lesser curvature, and was surrounded by a 
fibrinous exudation. The indurated area making the base of the 
ulcer was afout an inch in diameter. This he dimpled into the 
stomach, so that the Lembert sutures past through healthy tis- 
sues. Two tows of stitches were taken. The fferforation seem: 
ed to have occurred about twenty-four hours before the epera- 
tion, but no portion of the stomach contents had escaped; at least 
none could be detected in the peritoneal cavity, altho a large 
quantity of gas had escaped from the stomach and obscured 
the liver dulness. The abdomen was irrigated with a salt solu- 
tlon and carefully wiped out. The patient made a goo recoy- 
ery. 


A paper entitled “A Year’s Work in Appendicitis” was late- 
ly prepared by Dr. Hferman Mynter, Professor of Surgery in the 
University of Buffalo, in which he classified appendicitis under 
three heads, viz.: (1: Simple catarrhal; (2) ulcerative; and (3) in- 
fectious appendicitis. These, it must be understood, often over- 
lap more or less. Under medical treatment of all cases, he said, 
the mortality is surely between sixteen and twenty per cent; but 
of the eighty per cent of recoveries, about fifty per cent relapse, 
fifteen or twenty per cent terminate fatally in the second at- 
tack, and a similar number in the third attack. Under early 
Sucgical treatment of all cases, the mortality should not be over 
four per cent. The chronic cases have no important wortality 
under laparotomy. In his own surgical practice, ini seven te- 
cent cases of perforation and local abscess there were six recoy- 
eries; in ten cases of total gangrene without perforation there 
were eight recoveries; in nineteen cases with gangrene perfora- 
tion there were nine recoveries. 


: At the late meeting of the Medical Society of the State of 
New York, Dr. W. D. Garlock, of Little Falls, presented a re- 
pory on an unusual injury to the kidney. The patient, a lad who 
had received a severe blow during a game of base-ball, had pre- 
sented no very definite signs or symptoms until the following 
day, at which time there had been bloody urine, tympanites, 
abdominal tenderness and dulness over the left kidney. On ab- 
dominal section, Dr. J. J. Kilbourne, of Utica, had found a large 
subperitoneal hematoma of the left kidney, and had then ent 
down upon the kidney through a posterior incision. The kidney 
having been found severely lacerated, it was extirpated, but the 
patient had never regained consciousness after the operation. 


A successful operation for ruptured spleen 4s re 

W. FP. Carr, Professor of Physiology tn 
Washington (National Medical Review, February, 1899), as fol- 
lows’ Fren Acton, a white boy, 10 years old, was brought to the 
Emergency Hospital, about 8 p. m. October 11, 1898, four hours 
after having been kickt in the left side by a mule. He gave a 
history of chronic malaria, but showed no markt signs of cach- 
exia. He complained of pain in the hypochondriac region, and 
his abdomen was rigid and tympanitic; pulse, 100; temperature 
101 degrees F. His general appearance was so good that I could 


syphilitic pneumonia. The site of inoculation was discoverable 


hardly believe that he had any serious abdominal injury, and I 
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decided to await developments. Injury to the pleura and dia- 
phragm was suspected from the situation and character of the 
pain. Next morning he seemed better. Pulse, 96; temperature, 
100 degrees. His abdomen was, however, still rigid and tympan- 
jtic, and about noon his pulse suddenly went up to 180 and his 
temperature to 103 degrees F. I at once opened his abdomen 
in the median line above the umbilicus and found the spleen 
much enlarged and badly ruptured, almost torn in two. The ab- 
domen was filled with biood-clots and bloody serum, and as soon 
as the tension was removed by opening the abdomen and wita- 
drawing the distended stomach, a very severe hemorrhage began 
from the ruptured spleen. ‘This organ was at once drawn out 
of the wound, and after clamping and separately ligating the 
vessels it was removed. The abdomen was cleansed and closed. 
The patient made a good recovery. ° 


In the course of the description of a case of hemorrhagic con- 
genital syphilis appearing as a hemorrhagic vesicular eruption, 
Dr. William S. Gottheil, Professor of Dermatology in the New 
York Clinical School of Medicine, calls attention to the impor- 
tance of otherwise unexplainable bleedings in infants as symp- 
toms of congenital lues. They may be the only mark of the dis- 
ease, especially at first; but they are almost invariably accom- 
panied by diminution of the coagubility of the blood similar to 
that of hemophilia, and the case usually goes on rapidly to a fa- 
tal termination. Disease of the vascular walls is one of the com- 
monest and best known effects of the syphilitic poison, leading 
to hemorrhagic duscharges from the mouth, the bowels, tne 
bladder or the nose; to blood accumulations under the skin and 
mucosa, or in the serous cavities and internal organs; or, finally, 
making the syphilitic eruption itself hemorrhagic. The author 
emphasizes the@importance of remembering these facts in the 
treatment of infants who have hemorrhagic discharges or a hem- 
orrhagic eruption, the cause of which is obscure. 


The subject of tracture of the cervical vertebrae and its 
proper treatment was fully discust at the recent meeting of the 
Medical Society of the State of New York. Dr. Chauncey P. 
Biggs, of Ithaca, reported a case: The patient was an old man, 
who had been thrown backward out of a wagon and had struck 
on his head. The specimen was presented, and showed that the 
spinal canal had not been obliterated, and that the injury to the 
cord had been produced by a spicula of bone from the arch of 
the fifth cervical vertebrae. Both the fifth and sixth vertebrae 
had given rise to a prominence in the pharynx. The only mus- 
cles below the site of injury that were nut paralyzed were the 
flexors of the arm and the diaphragm. The diagnosis of the two 
attending surgeons was fracture between the sixth and seventh 
cervical vertebrae, with dislocation forward of the upper frag- 
ment, and they advised against operation. The clear staie of 
the patient’s mind and the persistent subnormal temperature 
were noteworthy features of the case. Death finally resulted 
from exiaustion. In the discussion, Dr. Edward B. Angell said 
that the point of injury could be localized by the loss of sensa- 
tion and motion. In the case just reported, the spinal vessels 
were injured by spiculae of bone, thus giving rise to hemorrhage 
{nto the spinal canal. It was this bleeding that was the ulti- 
mate cause of deatn. This was well shown by the fact the re- 
flexes were at first present, but were subsequently lost. Dr. A. 
M. Phelps said that many of these cases were not improved by 
operation, because when the cord has once been severed, it will 
never unite. Yet when the body of a vertebra has been driven 
against the spinal cord, and the operation reveals the presence 
of fragments of bone, relief can be afforded by their removal 
and the application of a plaster of Paris corset. He therefore 
believes that every one of these cases of injury to the spinal 
eolumn shoulc be promptly subjected to operation. Dr. Herman 
Mynter, ef Enffalo, said that theoretically the last speaker 18 
right, but, from his own experience, he is disposed to think that 
the do-nothing treatment yielded just as good results except 
where there has been a distinct interval between the receipt of 
injury and the occurrence of the paralysis. Immediate super- 
vention of paralysis is to be interpreted as an indication that 
the spinal cord has been injured, but if the onset of paralysis 
be delayed half an hour or more, it is probable that the cause of 
the paralysis is to be found in the presence of a blood-clot. 


The occurrence of post-operative fever, especially in cases 
where perfect asepsis has been presumed, is always a matter of 
anxiety to the surgeon. At a recent meeting of the Medical So- 
ciety of the State of New York, Dr. B. Farquhar Curtis, of New 
York. read a paper on “Fever in Aseptic Surgery.” and present 
ed a series of temperature charts showing the course of fever af- 
ter infection of an operation wound, after wound free from in- 
fection, and in cases of pure shock. He said that the term “asep- 


tic fever’ was introduced by Volkmann, and has been quite 
generally accepted. ‘he majority of aseptic cases healed with 
a& temperature of 101 degrees I., or below. Very slight infec- 
tion of operative wounds is almost unavoidable, and hence the 
uuestion resolves itself, after all, into one chieny Of dosage, 
Whether aseptic fever is caused by fibrin ferment or by nuclein 
absorption may not be of much ‘importance to the practising sur- 
geon, but such studies may in time lead to important conse- 
quetces. The early dressing of serious wounds is often a cause 
of infection. In making the diagnosis of aseptic fever it is 
most important to have the blood examined microscopically. This 
would often settle the diagnosis by showing the presence of in- 
fection with malaria or typhoid fever. Positive conclusions 
should not be drawn from the mere presence of leucocytosis 
The temperature in absorption fever will rise within twelve 
hours after operation, but will be generally longer delayed where 
there is mcderate infection of the wound. ‘Aseptic fever is usu- 


ally characterized by a relatively low puls - 


In a recent discussion of the surgery of th 

Kreissl, Professor of Genito-urinary 
Clinical School, said (Am. Journal of Gynecology) it is common. 
ly believed that the colon bacterium is present in acid urine 
only, while the other pathogenic microorganisms, like diplococ- 
cus urea liquefaciens, the proteus Hauser and staphylococcus 
pyogenes aureus, may be found in alkaline urine. His own ex- 
perience is to the contrary, corresponding to that of a very in- 
teresting report on sixty-two cases of infectious diseases of the 
genito-urinary tract by Melchoir, of Edinburg, who divided the 
cases into three groups, the first one (which is extremely rare) 
as genuine bacteriuria; the second, cases in which the principal 
seat of the infection is the bladder, or has originated from there 
(as cystitis and cystopyelo-nephritis); and the third, in which the 
origin of the disease must be sought in the upper urinary tract 
in the kidneys or the pelvis. In the three female patients of the 
first group, bacteria communis coli were found in the acid urine; 
in the fourth case of a young man afflicted with chronic urethri- 
tis and prostatitis, symptoms of acute cystitis set in after a sex- 
ual excitement and the acid urine contained nothing outside of 
the diplococcus ureae. In the second group, which is the larg- 
est, thirty cases of cystitis are reported, and seven of cysto- 
pyelo-nephritis. In all these thirty-seven cases was the blad- 
der the principal seat or starting point of the infection, extend- 
ing to the pelvis later on? ‘Twelve of the cases occurred in 
women, the rest in men. ‘The bacteria found in the urine are 
classified as follows: Bacterium coli sixteen times, in pure cul- 
ture fourteen times; diplococcus ureae ten times, in pure culture 
eight times; proteus Hauser six times, in pure culture. Among 
the thirty-seven cases of cystitis there were sixteen with ammoni- 
acal and twenty-one with acid urine. In fifteen out of the twen- 
ty-one cases, bacterium coli was present, in one gonoeocci, in the 
remaining five cases urea decomposing bacteria by urethritis- 
infection caused by instrument, from carcinoma, or from organs 
in the vicinity of the bladder. In only five of them (all in wo- 
men) the disease apparently started spontaneously, but could 
be traced to auto-infection from the vulva and vagina, ‘This 
can be easily explained by the almost constant presence of the 
coli bacterium in the female genitals and the relative shortness, 
width and deficiency of the sphincter apparatus of the female 
urethra. ‘This alone should give a contra-indication for colpo- 
eystotomy. ‘The eleven cases of the third group comprised four 
of tuberculosis of the urinary tract, three of colipyelitis with 
consecutive cystitis, one of colicystitis with renal infection, and 
three of infection with urea decomposing bacteria. ‘The infec- 
tion with the colon bacterium was not due to instrumentation, 
but to constipation, diarrhea, or some other cause, weakening 
the tissues and predisposing them for the invasion of the bac- 
teria by way of the blood circulation or the lymphatics. In one 
case, bacterium coli was observed in the first examination, 
whose place in the still acid urine was found to be taken by the 
diplococcus urea eight days afterward. Genuine gonorrheal cys- 
titis is extremely rare; Dr. Kreissl recollected one case in which 
the gonococcus was stained in a piece of tissue taken from the 
bladder wall; another case by Lindholm in 1896, and two more 
by authors whose names escape his memory. In all other in- 
stances the examination and culture tests revealed a mixt infec- 
tion. A very rare complication of chronic gonorrheal cystitis, 
which Kolischer, in Vienna, has observed in the female bladder, 
is what he calls infiltrating ulcerating cystitis. He found with 
the cystoscope peculiar brown spots with an elevation in the 
central part and pus on top of it difficult to remove. After suc- 
ceeding in doing this, the deep ulcer and the infiltrated margin 
was plainly visible and could be felt by bimanual palpation. He 
curetted the ulcers with his own operation cystoscope. 
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At a late meeting of the Chicago Medical Society Dr. J. 
Frank described an operation for fistula of Stenon’s duct. Mr. 
J. H. was operated on three years ago for the closure of a chron- 
ic fistula of Stenon’s duct of the left side by a new method. This 
consists in dissecting out all the superticial pathologic tissue, 
and finding the proximal opening of the duct. A free circular 
‘removai of all the tissues, about the size of half a dollar, is 
now made about the opening, down to the mucous membrane. 
The flap of mucous Membrane is turned in and sewed to the out- 
er edge of the raw muscular surface, with the exception. of that 
immediately surreunding the duct. The external skin-wound 
is now completely closed, and gauze packing is introduced into 
the cavity from inside of the mouth. This is removed daily 
until contraction takes place. Primary union results without 
external leakage. Since the operation in this case the results 
have remained perfect. 


in a discussion on the treatment of moveable kidney, Dr. 
Nicholas Senn, Professor of Surgery in Rush Medical College, 
Chicago, said (Am. Journal of Gynecology and Obstetrics) sur- 
geous have become fully convinced in consequence of experi- 
mentation as well as of clinical observation that the old stand- 
point taken years ago, that the capsule of the kidney does not 
possess intrivsic reparative powers, is no longer tenable. He be- 
lieves that no matter what kind of suturing is done for the pur- 
pose of holding the kidney in place, whether it be sutured to 
the rit) or lumbar fascia, the kidney will break away—the su- 
tures will never hold for any length of time. He has, therefore, 
abandoned for a long time the use of sutures, and has every 
reason to be pleased with the change. He relies exclusively on 
the intrinsic power of the capsule of the kidney to produce 
firm, reliable, permanent parietal adhesions. The operation now 
performed has, without exception, yielded satisfactory results in 
which he has deemed the operation indicated. The operation is 
this: Expose the kidney by making Simon’s incision to remove 
the adipose capsule; then expose the whole posterior surface of 
the kidney: then grasp the lower pole, bring it well into the 
upper angle of the wound, strip away the adipose capsule as 
far as the hilus of the kidney, anchor it there with a suture or 
two and pack the wound with gauze, and rely on Nature’s re- 
sources ‘in the permanency of the adhesions thus formed to hold 
‘the orga permanently in place. 


The use of intravenous injection of saline solution is spread- 
ing. It is now generally practist in: (1) Post-operative hemor- 
rhage; (2) shock; (3) sepsis; (4) uremia; and (5) intestinal ob- 
struction The intravenous route ‘is to be preferred, first, be- 
cause it is not more dangerous than by other ways; second, be- 
cause it is more speedy; third, because it directly stimulates the 
eardiac and arterial ganglia; and, fourth, because the effect on 
the heart-n:uscle is more immediate and pronounced. In all 
cases the apparatus should be as simple as possible. The part 
‘introduced into the vein should be of glass and narrow at the 
point, the air expelled from the tube, and the glass tube in- 
serted while fluid is escaping. 


New York Medical Journal of December 24, 1898, gives 3 
synopsis of a papcr by Berg on the surgery of the stomach 
based upon thirty cases of gastric operations, including those 
for ulcer with tumor-like infiltration perceptible on external pal- 
pation, for cicatricial pyloric stenosis with dilatation of the 
stomach, for pyloric stenosis with various other conditions, and 
for gastric ahnormities of different sorts; the conclusions being 
that most cases of ulcer of the stomach are too far advanced 
when they come to the surgeon’s notice for surgical intervention 
to be of avail; that recurrent symptoms of ulcer, with signs of 
perigastritis, especially in the pyloric region, and repeated 
symptoms of retention, are the chief indications for resorting 
to surgical treatment; and that a more intimate co-operation be- 
tween the surgeon and the physician familiar with the diagnosis 
of diseases of the stomach is desirable ‘if the treatment of gas- 
tric diseases is to undergo a sound development. 


One of the very few truly successful laminectomies is that 
reported by Dr. J. Frank to the Chicago Medical Society, De- 
cember 21, 1898. On July 18, 1888, J. M.. a Polish boy. fell 36 
feet froin a scaffold upon which he was working. Within 10 
feet from the ground, before. landing, he struck his back 
against an adjoining building. From the beginning there was 
complete loss of power in both extremities and severe pains 


throughout the entire back, accompanied by anesthesia as far. 


as the hips. Over the sacrum there was a fistulous opening 


leading to the sacro-coccygeal joint, and later another fistulous 
oper.ing formed over the left buttock. ‘There was complete loss 
of control of bladder and rectum, with a continual dribbling of 
urine in both the recumbent and erect positions, and a diaper 
had to be worn to deep the patient from being soiled by feces. 
The paralysis of the limbs, which seemed never to have been 
complete, gradually improved. The boy sat up after the first 
month, but for six months was confined to a chair when not ly- 
ing down. Then he commenced to get about by pushing a chair, 
and he remained in this condition until March 20, 1890. On this 
date the fistulous openings were still present, and he could only 
stand, momentarily, with a wide base. When supported under 
each arm he munaged to throw his feet out. <All of the anes- 
thetic conditions mentioned were still present, corresponding to 
the area of distribution of the four lower sacral nerves. On 
September 26, 1890, an operation was undertaken to relieve the 
pressure Symptoms. A median incision was made from the 
fourth lumbar vertebra to the end of the coccyx. The tissues 
being pusht aside, the entire coccyx was removed, with the low- 
er portion of the sacrum. The’ entire posterior wall of the sa- 
erum being found crusht in, was also removed. The spinous 
and transverse processes of the fourth and fifth lumbar verte- 
brae were also excised, but were found to be normal, with the 
canal intact. Immediately following the operation .there was 
markt improvement. Anesthesia was absent with the exception 
of an area over the feet and part of the buttocks. The sensa- 
tion of the sphincters ani and vesicae returned. On December 
21, 1898, about eight years after the operation, the boy had full 
coatrol of bladder anc rectum, and almost complete control of 
the limbs. He now earns his own livelihood, which necessitates 
the use of his limbs the entire day. 


A peculiarity of the results from severe contusions of the 
abdomen is the markt variability in the manifestations of the 
subjective or objective symptoms; in some cases the patient pre- 
sents immediately after the injury no serious symptom, while in 
others shock may develop at once. The early diagnosis of se- 
vere contusions or lacerations of the intestinal wall can rarely 
be positively made; in most cases it is a matter of conjecture, 
as tue characteristic symptoms are frequently absent. To be 
sure, it is not diflievlt to make a diagnosis of intra-abdominal 
hemorrhage, which, in addition to the signs of shock, is made 
manifest hy th» rapidly developing area of dulness in the ab- 
doirinal region, and to know that immediate abdominal section 
is indicated. Of much greater difficulty is it to recognize a per- 
foration of the intestine. occurring simultaneousiy with the in- 
jury; under such conditions it has not infrequently been ob- 
served that the characteriste symptoms are altogether absent, 
thus rendering an early diagnosis of intestinal perforation al- 
most im-possible. The plan of Moty, that of encouraging the pa- 
tient to drink water, is exceedingly dangerous, as are also the 
methods recommended by Sennand Mikulicz, of inflation of the in- 
testine and expioratory paracentesis of the abdominal cavity. In 
the experience of Adolph Schmitt (Muenchener Medicinische 
Wocherschrift, July 19, 1898), the symptom most to be depend- 
ed upon is tenderness, sharply circumscribed, localized and 
greatly aggravated by direct pressure. Added to this, some re- 
liance may be placed upon the development of a circumscribed 
area of tympanites, demonstrable almost immediately after the 
injury. This sign is of value only if the examination be made 
soon after the injury occurs. These, coupled with the other 
symptoms, will at best allow of only a probable diagnosis, that 
is in the early stages. Of course, when characteristic symp- 
toms of intestinal perforation are fully developt the diagnosis 
is not diflicult. The chances of recovery are then slight; the 
prognosis grave. Such being the case, exploratory celiotomy, 
earried out. perhaps, under local anesthesia, is a perfectly justi- 
fiable procedur2. The mortality following the expectant plan 
(97.5 per cent) is sufficiently high to condemn this mode of 
treatment; especially if it be compared with that of cases op- 
erated upon within the first twenty-four hours (45 per cent), or 
even that following operations after twenty-four hours have 
elapst (66.6 per cent). It is the surgeon’s duty, therefore, in 
the great majoritr of abdominal contusions, attended with se- 
rious syn-ptoms, with rapid onset, to at once explore the abdom- 
inal cavity. 


That the “railway surgeon” of this country has plenty of 
work to do is shown by the report of the Interstate Railway 


Commission, which shows that the total number of casualties to 
persons on account of railway accidents in the United States, 
for the year ending June 30, 1898, was 43,168. Of these casual- 
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ties, G437 resulted in death, and 36,731 in injuries of varying 
character. Of railway employes, 1693 were killed and 27,667 
were injured during the year. According to the three general 
classes these cusuaities were divided as follows: Trainmen, 976 
killed, 13.795 injured; switchmen, flagmen and watchmen, 201 
killed, 2428 injured; other employes, 516 killed, 11,449 injured. 
The casualties t» employes resulting from coupling and uwn- 
coupling cars were: Killed, 214, injured 6283. The correspond- 
ing figures for the year ending June 30, 1896, were 229 killed 
and 8457 injured. Tue casualties from coupling and uncoupling 
cars were assigned as follows: Trainmen, killed, 147, injured, 
4698; switchmen, flagmien, watchmen, killed, 58, injured, 1325; 
other employes, killed, 9, injured, 260. The casualties resulting 
from falling from trains and engines were as follows: Trainmen, 
killed, 825, iujured, 2726; switchmen, flagmen and watchmen, 
killed, 32, injured, 357; other employes, killed, 51, injured, 544. 
The casualties to the three general classes of employes mention- 
ed caused by collisions and derailments were as follows: Tra'in- 
mea, killed, 250, injured, 1827; switchmen, flagmen and watch- 
men, killed, 11, injured, 74; other employes, killed, 42, injured, 
251. The total number of passengers killed during the year un- 
der review was 222, injured 2795. Ninety-three passengers were 
killed and 1011 injured in consequence of collisions and derail- 
ments. Other than employ.s and passengers, the total number 
of persons killed was 4522, injured 6269. Included in these fig- 
ures are casualties to persons clast as trespassers, of whom 
8910 were killed and 4782 injured. From summaries showing 
the ratio of casualties, it appears that one out of every 486 em- 
ployes was killed and one out of every 30 employes was injured 
during the year! With respect te trainmen, including engine- 
men. firemen. conductors and other trainmen, it appears that 
one was killed for every 165 ewployed, and one injured for ev- 
ery 12 employed: 


Choledochotomy is one of the most recent operations. As it 
therefore is not described in many text-books, a brief note as to 
the technic may not be uninteresting. The operation is best di- 
vided into four steps, the laying free of the duct, the incision, 
the extraction of the gall-stone and the uniting of the incision 
in the duct. The laying free of the bile-duct is probably the 
most difficult of all. The duct can be reacht by one of two 
paths, the hepatic or the pyloric. The hepatic approach is 
scarcely available if adhesions have formed between liver and 
intestines, and it is not probable that it ever presents any supe- 
riority over the pyloric. The pylorus is, after opening the ab- 
domen, always easy to find. The layer of peritoneum running 
from the pylorus to the porta of the liver is then broken 
through, either with the finger or other equally dull instrument, 
and the superior horizontal portion of the duodenum is drawn 
forward and medianward. The light attachments of this part 
of the duodenum render this easy, but the lower portion is much 
more difficult to loosen and bring forward. This is accomplisht 
by light but steady pulling on the pyloric end of the stomach 
and blunt dissection with the finger of the descending portion 
of the duodenum. On the posterior wall of this viscus the en- 
trance of the common bile-duct will be found. After the stone 
has been found two fingers are introduced and its mobility test- 
ed. It should then, if possible, bs coaxt either down into the in- 
testine or back toward the liver. If it is immovable, the duct 
is incised and the stone removed. The wound in the duct 
should be made smaller by using a few sutures, but not closed 
entirely, in order that the bile may find an easy exit. The 
wound is to be packt with iodoform gauze, which should be left 
in for four days. 


As extraordinary results are being obtained hy Australian 
operators as by American in the realm of abdominal surgery. 
Apr ‘lustration is afforded in the record of Dr. C. P. B. Clubbe, 
who “eports (Australasian Med. Gaz., Tune 20, 1898) four cases 
of operation for perforated gastric uleer with three recoveries. 
A woman of 21, who nad suffered for some tme with indices- 
tlon and epigastric pain, was taken with sudden abdoninal pain 
whilst walking up stairs: the srbdomen soon became distenuen. 
tender, tympanitic and liver-dulmess was lost. On opening the 
abdomen five hours later by a median incision above the umbill- 
cus, free gas escaped, and inflammatory lymph was found on the 
antecior surface of the stomach. <A perforation about one-third 
of an inch In diameter was fonnd in an area greatly thickened 
by chronic inflanimation. The opening was closed by eatgut su- 
tures, the abdomen washt with sterile water, a drainage tube 
and gauze were inserted and the abdomen was closed. Nutrient 


Lad been suffering cor some time with epigastric pain and vom- 
iting, after four days of severe pain became worse during the 
bight. ‘The abdomen was disteuded and tender, and liver dul- 
ness was absent. The abdomen was opened in the median line 
above the wnbilicus, and both the posterior and anterior sur- 
faces of the stomach carefully examined. The organ appeared 
inflamed, but no perforation was found. The region of the ap- 
pendix was also examined, but as nothing was found to account 
for the trouble, the abdomen was closed. The patient’s general 
condition became worse, and death followed the next day. At 
the necropsy a small perforation was found high up on the pos- 
terior surface of the cardia. A girl of 19, who had suffered from 
epigastric pain and vomiting, occasionally of coffee grounds ap- 
pearance, was suddenly taken with violent pain and vomited 
blood. She became somewhat collapst, the pulse was rapid, 
temperature normal, abdomen slightly distended and tender, 
liver-dulness was lost. Thirty hours after the onset of the symp- 
toms the abdomen was opened in the median line above the um- 
bilicus; the peritoneum was inflamed and coated with lymph, 
and ‘in an inflamed area on the anterior surface of the stomach 
was a slit-like perforation. An opening was made below the 
umbilicus and the abdominal cavity was flusht; a tube was 
placed in the lower opening and the upper was drained with 
gauze. Nutrient enemata were given and liquid food adminis- 
tered at the end of a week. A rapid recovery followed. Anoth- 
er case occurring in a girl was successfully operated upon, but 
full notes are not given in the report referred to. Such records 
are not only brilliant, but encourage others to attempt what was 
formerly regarded as desperate work with the hope of success. 


In a recent paper on “Points in the Arsenical Caustic Treat- 
ment of Cutaneous Cancers,” Dr. William S. Gottheil, Profes- 
sor of Dermatology in the New York School of Clinical Medi- 
cine, concludes: (1) The arsenious acid caustic treatment of skin 
eancers does not contemplate or depend upon the actual destruc- 
tion of the new growth by the caustic. (2) The method is based 
upon the fact thac newly formed tissue of all kinds has less re- 
sisting power than the normal stricture when exposed to an ir- 
ritation and its consequent indamjoation, Hence the former 
breaks down under an “insult” whith the latter successfully re- 
sists. (3) If, therefore, the whole affected area can be subject- 
ed to the influence of an irritant of just sufficient strength to 
cause a reactive inflammation ‘intensp enough to destroy the vi- 
tality of the new cells, the older no¥mal cells will survive. (4) 
Arsenious acid of properly mitigated strength is such an agent, 
and its application causes an inflammation of the required in- 
tensity. (5) It, therefore, exercises a selective influence upon 
the tissues to which it is applied, and causes the death of the 
cancer cells in localities outside the apparent limits of the new 
growth, where there is as yet no evidence of disease. (6) It is 
supérior, in suitable cases, to any method, knife or cautery, 
which requires the exercise of the surgeon’s judgment as to the 
extent to which it is to be carried. That that judgment is often 
vrong, and necessarily so, is shown by the frequency of recur- 
rence under these methods even in the best hands. (7) It is ap- 
plicable to all cutaneous carcinomata in which the deeper struc- 
tnres are not involved. and which do not extend far on to the 
mucous membranes. (8) It is easy of application: it is safe; 
it is only moderately painful, and its results compare favorably 
with those obtained with other methods. 


Dr. Lewis A. Stimson, Professor of Surgery in Cornell Uni- 
versity, of New York, recommends the following mode of proced- 
ure in the treatment of malignant disease of the testicle: An in- 
‘sion is made from the external inguinal ring, downward and 
inward to the beginning of the rhaphe of the scrotum, and fol- 
lowing the sulcus between the scrotum and the penis. It is then 
earried downward and backward, parallel with and external to 
the rhaphe of the scrotum, and terminates at the scrotoperineal 
junction. The incision divides the tissues of the scrotum. A 
second incision, which is slightly curved, is made from the ex- 
ternal ring downward, following the sulcus between the scrotum 
and the thigh ard the perineum. It terminates by joining the 
first incision at the scrotoperineal junction. This also divides 
the layers which form the scrotum. The scrotum, the testicle 
and its coverings, the median rhaphe. the septum scroti, etc., are 
as a mass freed from all their attachments, except to the cord, 
nn to the external inguinal ring. Any masses of fat, glands. 
adhesions, ete.. should also be freely removed with these struc- 
tures. A third incision is made parallel with, and about one-half 
an inch above Poupart’s ligament. from the external ring to one- 


enemata were given and liquid food by the mouth was taken on 
fourth day, An uneventful recovery followed. A woman who 


half an inch above the internal inguinal ring. It divides the 
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structures superticia] to the aponeurosis of the external oblique. 
The latter is well exposed and divided in the diirectiou ur iis 
fibers to about one-half an inch above the internal ring. ‘The 
cut edges are lifted and freed from the structures beneath, sv 
as to expose the cord, etc., up to the internal ring. The cord, etc., 
are separated from the surroundings, from the external ring to 
high up within the internal ring, care being taken also to re- 
move freely all mass of fat, glands, adhesions, etc., in the rinzs 
and canal. Moderate traction is made on the cord, SO as lo 
draw out as far as possible from the internal ring, and it is se- 
eured high up within the internal ring with a clamp. Division 
should be made below it. Any bleeding vessel or vessels are |i- 
gated separately with fine catgut. The raw surface of the stump 
is covered over by bringing together with continuous sutures of 
catgut the cut edges of the external coat of the cord. When the 
clarap is removed the sutured edges of the cord at once slip back 
into the abdomen. The cut edges of the aponeurosis of the ex- 
ternal oblique and the pillars of the external inguinal ring aré 
brought together with continuous sutures of chromicised tendon 
or chromicised catgut. The flap of skin covering the inguinal 
glands is dissected downward and all of the inguinal glands and 
fat removed. If all the glands are adherent to the skin, the lat- 
ter is also freely removed. The flap is now replaced and the cut 
edges of the skin of the groin and the scrotum are united with 
fine sutures, without drainage. A small strip of mercuric chlorid 
gauze may be inserted for a short distance in the lower angle of 
the scrotal wound and left in place for a day or so. All hemor- 
rhage should be arrested before the wound is closed. 


GYNECOLOGICAL NOTES. 


In an interesting discussion on “The Conservative Surgery 
of the Ovary” (London Lancet, August 27, 1898), Martin re- 
marks that the physiologic value of the ovaries may be best 
realized by noting the results of complete extirpation of both 
glands: (a) The woman becomes absolutely sterile; (b) men- 
struation ceases in about 95 per cent of the cases; (c) the uterus, 
and to a less extent the vagina and vulva, undergo a process of 
atrophy; (d) the nervous symptoms of the menopause appear 
abruptly and violently; (e) in a considerable majority of cases 
there is a diminution or total abolition of the sexual instincts; 
(f) the patient has a tendency to obesity. Now, ‘if one ovary, or 
even only a portion of one ovary, be left behind, none of these 
symptoms appear. There is physiologically no difference be- 
tween a woman with half an ovary and a woman with two 
ovaries, while there is much difference between a woman with 
half an ovary and a woman with none. In ordinary cystoma of 
one ovary, the other ovary being healthy, it is unjustifiable to 
remove both ovaries. In sarcoma of one ovary both organs 
should be removed. In inflammatory disease of one uterine ap- 
pendage both ovaries should not be removed. In double pyo- 
salpinx Martin removes the uterus as well as the appendages. 
In chronic ovaritis he believes in trying the conservative opera- 
tion of ignipuncture. He urges a fair and unbiased trial of con- 
servative surgery of the ovary. 


Dr. J. F. Baldwin. of Columbus. Professor of Gynecology in 
Ohio Medical University. reports (Record) a case in which he 
utilized a broad ligament flap to close the opening in the rec- 
tum in a case of fecal fistula. The ligament was detacht from 
the uterus down a sufficient distance to secure a free flap, and 
this was used to close the opening in the bowels and sutured 
fast with catgut. The incision was closed without drainage and 
recovery was uneventful. 


Physician and Surgeon says: The impression prevails more 
or less thar the occurrence of the menopause favorably influences 
the growth of uterine fibroma. Some few cases have appeared 
to sulistantiate this opinion. In other cases. however. the re- 
verse has happened. Tumors have now and then appeared to 
grow even faster after the change of life. Frequently as Dr. 
J. T. Johnson, of Washington, has pointed out in the National 
Medical Review, uterine fibromata prevent the establishment v? 
the menonause at the usual age. and tend to not only keep up 
the menstrual losses but also cause exhaustive intermediate hem- 
orrhages. The hearing of these facts upon treatment is signifi- 
cant. Hysterectemv for rvterine fibroma is ever a grave onera- 
tion, especially in delaved eases in which extensive adhe- 
sions have formed: and yet Dr. Johnson remarks that “the mor- 
talitv of this oneration. when uncomplicated by malignancy. ‘n 
rood hands and in favorable environment, should not he more 
than five ner cent.” If this estimate can he fairly maintained 
the ovtlook for this affection. subject as it is to malignant de- 
reneration. is more encouraging. 


Dr. Chas. P. Noble, of Philadelphia, writes as follows: In 
your issue of lebruary, 189, is an abstract concerning ‘the 
treatment of acute infection of the endometrium by alcohol,” at- 
tributed to George H. Nobie, of Vhiladelphia, Gynecologist to the 
Kensington Hospital for Women. Dr. George H. Noble is a well 
known surgeon of Atlanta, Ga., and 1 have the honor of being 
the gynecologist to the above hospital. Did I not have decided 
views upon the treatment of acute endometritis, 1 should not 
have addrest you this note. Acute endometritis, as met with in 
my practice, has been due either to gonorrhea or to sepsis, post 
partum of post abortum. I have never employed active treat- 
meut for acute gonorrheal endometritis, and, therefore, from the 
Standpoint of personal experience cannot discuss its operative 
treatment. The evidence on the subject, however, has convinced 
Me that it is far safer and wiser to treat such cases by rest in 
bed and treatment addrest to the vaginitis, should this compli- 
cation exist. In this way I believe that salpingitis is less apt 
to develop than is the case when the endometrium is invaded. 
Acute endometritis, post partum or post abortum, should be di- 
vided into two.classes. The cases in which the inflammation is 
the result of putretaction of the retained products of conception 
or of clots, and the cases in which infection by pathogenic or- 
ganisms has taken place. In the first class of cases, thoroughly 
eluptying the utelus with the finger used as a curet, followed 
by douching of the uterus, then by moderate curettage with a 
sharp needle, with a final douche of a mild germicidal sol tion, 
Las, in my experience, brought about a cure in every case. In 
cases of infection by pathogenic organisms, the vasue of the 
curet is ut best doubtful. If used at all, it should be used within 
the first twenty-four hours. After this time the organisms have 
penetrated beyond the reach of the curet. The resources of ther- 
apeutics in such cases consist in the use of douches and consti- 
tutional supporting treatment. Having had no experience with 
the alcohol treatment of acute endometritis, I have no opinion 
regarding it. 


The Southern Practitioner quotes Dulrssen as asserting that 
more wemen die of caucer of the uterus every year in Germany 
than Lives were lost during the 
war, reiterating more forcibly that women in 
the climacteric period are exposed to as many 
chances of dying from cancer of the _ uterus as a sol- 
dier ‘is to be killed during active war. The same proportion ex- 
ists in other countries, and the fact is well known that it occurs 
principally among the well-to-do, affecting chiefly well nourisat 
persous in good health. Very few women who have already beea 
ubder treatment, or women with cancerphobia, die of it, as they 
apply early to the physician. He advocates as prophylactic 
adieasures a solemn warning to every woman to apply to her med- 
ical attendant at the slightest discharge or abnormal bleeding 
during the critical period, especially a discharge stained with 
plood. Pain is seldom.experienced until the later stages. ‘The 
physician should make a bimanual examination, with every as- 
sistance from mirror, curet, test excision, etc., and extirpate the 
uterus at evidence of a neoplasm. He even goes further aad 
practises as a preventive measure, at the first evidences of a 
discharge, the removal of the entire membranous lining of the 
uterus, as Billrotu, Thiersch and Waldeyer have establisht that 
a cancer only develops from epithelial elements, and the removal 
of the entire epithelial liming of the uterus will forever prvtect 
the organ aga‘ns¢ cancer. He accomplishes this with vaporiza- 
tion, according to Sneguireff (he has never observed any ‘an- 
gerous ccirsequegtces). or by incision of the membranous lining 
through a T-incision into the uterus, drawn out through an in- 
cision in the anterior vaginal vault. Still another security is ob- 
tained with Schroeder’s high amputation, which, nowadays, is 
without danger and still leaves a functionating uterus. .\s the 
cancer may spread and invade the surrounding tissues within a 
week of the first discharge noted (personal observation), and thus 
become inoperable, not a day should be lost in seeking a physi- 
cian. Ile quotes Haggard in conclusion, who claims that wo- 
nea during the climacteric period should be under medical su- 
pervis.on as a preventive measure second only in importance to 
vaccination and qvarantines. 


still 


Maryland Medical Journal, February 25, 1899, makes the an- 
nouncement that a Cesarean operation was performed February 
19 at the Freedmen’s Hospital, in Washington. The patient was 
a small hunechbackt colored woman weighing about ninety 
pounds and standing four feet two inches high. The mother and 
infant are doing well. This makes the third operation of the 
kind nerformed in the hospital in the last two years, and in none 
was there a fatal conclusion. 
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J. Whitridge Williams, of Johns Hopkins Medical School, 
Baltimore (American Journal of Obstetrics, September, 18¥8), 
coutributes some interesting observations on the bacterial cause 
of puerperal pyrexia, which are of importance not only from a 
scientific point of view, but from their practical aspect—the possi- 
bility of definite diagnosis and the exclusion of septic infection 
by dangerous pyogenic bacteria. Williams studied forty cases, 
of which twenty-two were delivered in the obstetric wards of 
Jobns Hopkins Hospital, eight in the out-patient department of 
the same institution, and ten were seen in consultation. The 
methoc employed was that introduced by Doederlein, the lochia 
for investigation being removed from the fundus of the uterus 
under the strictest asepsis. With few exceptions the blood was 
also examined for malarial plasmodia. Patients having a tem- 
perature exceeding 100 degrees EF. (88 degrees C.) were consid- 
ered abnormal, but cultures were made only when the tempera- 
ture rose to 101 degrees I’. (88.3 degrees C.), or higher in the 
hospital, or 102 degrees F’. (89 degrees C.) in outside cases, where 
the technical difliculties surrounding culture-taking are often 
considerable. By the methods employed were found: Strepto- 
cocci in eight cases; staphylococci in three cases; colon bacilli in 
six cases; gonococci in two cases; anaerobic bacteria in four 
cases; upidentified aerobic bacteria in three cases; bacteria in 
cover-glass, but cultures sterile, in four cases; diphtheria bacilli 
in one case; cover-glass, cultures and blood sterile, in elevsa 
cases; cover-glass and cultures sterile, with malaria plasmodia 
in blood, in one case. In the eleven sterile cases, culture and 
cover-glass, we presence of puerperal infection could be posi- 
tively cxcluded, the temperature rise being due to autoinfect.on 
from the intestine, disturbances about the breasts, or otovr 
causes. Williams concludes that'in future no one will be justi- 
fied in treating as malaria a rise of temperature occurring dur- 
ing the puerperium, unless the examination of the blood reveals 
the preseuce of the characteristic plasmodia, and the examina- 
tion of the uterine lochia demonstrates the absence of bacteria. 


Discussing the present status of vaginal operations for dis- 
eases of the pelvic organs, Dr. Edwin B. Cragin, of New York, 
says he thinks the time has arrived for a calm consideration of 
the utility of vaginal operations. The objections to the vaginal 
operation are that it is more difficult than the abdominal opera- 
ticu aad, in iuexperienced hands, is more likely to result in rectal 
fistula. However, in properly selected cases this operation is fol- 
lowed by less shock, convalescence is smoother and the mortality 
is less Hernia must certainly be a very rare sequel. The ques- 
tion to decide now is, not what operations can be done tarouga 
the vagina, but what operations are best done by that rouze. 
His own opinion is, that with the exception of cases of small 
ovarian tumors, if the uterus is not to be removed, the abdominal 
operation is preferable—in other words, except in the case of 
Smaii Ovarian cysts aga prolapst and diseased ovaries needing 
removal, unilateral disease of the appendages is best dealt with 
from above. He also prefers the abdominal route for cases of 
ectopic gestation, except when rupture has taken place some 
time previously anc the hematocele has been thoroughly encap- 
sulated. Conservative work upon the appendages is generally 
better done from above. The operation of vaginal fixation for 
posterior displacement has been nearly abandoned. In _ his 
hands the vaginal operation has proved of great service in cases 
of pregnancy in which the parturient canal was obstructed by 
tumors. In three cases of this kind this operation has enabled 
him to deliver a living child. According to his experience the 
vaginal operation has proved a great boon in three groups of 
eases, viz.: (1) Pus cases in which the removal of the uterus and 
appendages is indicated; (2) cases in which the exudate indi- 
eates the necessity for draingae without removal of the organ; 
and (3) small fibro-myomata. In the matter of technic, Dr. 
Cragin emphasized the value of morcellation, the Mikulicz drain 
through the vagina and the use of ligatures. In conclusion, he 
expresses the belief that, by reason of the vaginal operation, 
surgeons afe now in a much better position than formerly to 
treat pelvic disease. 


Until recently only two forms of peritonitis arising from dis- 
eases of the female sexual organs have been recognized. It is 
now generally recognized that abdominal section 1s aavisapie 
in the following five classes: (1) Tuberculous peritonitis in all 
of its forms is curable by abdominal section with evacuation of 
the exudate, although it is still a mooted point as to whether 
or-not the cavity should be flusht; and if the former, whether 
aseptic or antiseptic solution is more advantageous. The wound 
is to be completely closed and no provision made for drainage. 


(2) Gonorrheal peritonitis, although usually not very severe, re- 
quires operation when pyosalpinx-tumors exist. ‘Lhe size of the 
tumor determines whether abdominal section or an anterior or 
posterior vaginal operation is to be performed. Drainage is un- 
necessary in most cases. (38) Diffuse post-operative peritonitis is 
to be treated by a partial reopening of the original wound and 
evacuation of the pus. Drainage is indispensable. (4) Diffuse 
Puerperal peritonitis indicates operation as soon as the pus 
formation has reacht an appreciable degree; drainage is neces- 
sary. aud most writers recommend irrigation of the cavity. (5) 
LTerfo.atic: peritonitis is nearly always fatal unless prompt 
Surgical measures are taken. Abdominal cellotlomy wila tIree 
incision ‘s to be performed as soon as possible, and the affected 
organ or organs ars: to be extirpated. Drainage is needed only 
when purulent foc: are left behind. 


Dr. Howard Welly, Professor of Gynecology in Johns Hop- 
King Uliversity, baltimore, bas contriputed au wnportant art- 
icle to the American Journal of Obstetrics upon the needlessness 
ol ijaceratiug the hymen tor the majority or gynecologic au- 
ments. He speaks feelingly of the Irequency with waoicn tne 
hymen is utterly disregarded, and attributes a much greater 
want of thought in this respect to female than to male practi- 
tioners. He urges that noone but an acknowledged expert 
should examine a virgin, basing his opinion upon the fact that 
delicacy of touch is needed to avoid lacerating the hymen, and 
upon the infrequency of any serious gynecologic lesion in this so 
cial condition. He then describes his method of examining vir- 
gins. He urges that while a skilled man can usually make a bi- 
manua. examination without lacerating the hymen, the latter is 
so frequently injured by the unskilled that most men should 
confine themselves to the use of the rectum in virgins, and that 
the patient should always be anesthetized, and after anesthesia 
should be raised into the knee chest position and held there 
while air is admitted to the vagina and rectum. If she is then 
placed upon the back there should be no obstacle to the perform- 
ance of a most satisfactory bimanual examination through the 
rectum. He describes a speculum which he has devised for use 
in the knee chest position under anesthesia, in virgins. This 
speculum is closely similar to the well known Kelly vesical spec- 
ula, but is fitted with a beveled end in order to avoid the neces- 
sity of using an obturator. 


The remote consequences of excessive uterine hemorrhage 
have lately formed the basis of an excellent paper by Dr. W. E. 
‘Ford, of Utica, N. Y., in which he says that when a laceration 
extends above the internal os the loss of blood is likely to he 
large at the time and to continue afterward. Degenerated endo- 
thelium often protracts the hemorrhage. As a result of this 
large blood loss, a neuritis is started up and furnishes the he- 
ginning of the so-called ‘“neurasthenia uteri.” It is in these 
eases that trachelorrhaphy fails to cure the nervous symptoms. 
Amputation of the cervix is a better operation here. The blood- 
count in most of these cases shows no true anemia. Karely 
does the hemoglobin fall below eighty-five per cent. All lacera- 
tions of the cervix which extend up to the internal os should be 
repaired early, before the development of the neuralgic condi- 
tion. The author contrasts the blood-counts in these cases with 
those obtained in young women having delayed or supprest men- 
struation, thus emphasizing the statement already made that 
there is no true and markt anemia. Diluents and diuretics seem 
to do more good than does iron in the way of medication. 


tulletin of Johns Hopkins Hospital, March, 1899, contains an 
instructive report by Dr. G. Brown Miller, on the bacteriology of 
the corpus uteri. He tabulates his findings in 68 cases, in non- 
pregnant women. 538 showing changes of an inflammatory na- 
ture as indicated either by endometritis, or by inflammatory 
changes in the uterine adnexa. In histologic examinations of 
the uterine mucosa in 51 cases, 19 showed an acute or subacute, 
and 12 a chronic endometritis. The endometrium showed no in- 
“Ylammatory change in 18, and in none of the cases where there 
was no endometritis were bacteria found, strengthening the pre- 
vailing view that “the body cavity of the normal uterus Is free 
from bacteria.” The gonococens was found 7 times, the strepto- 
coccus pyogenes once, the staphylococcus pyogenes aureus once 
and staphvlococens pyogenes albus twice; Tubercle bacilli were 
found twice, and unidenttied sapropnytic four times. 
Clinically, of the 53 cases showing inflammatory changes, 26 
were probably of gonorrheal origin, 12 puerperal, three tubercu- 
lous, four due to myomata or carcinoma, four to previous opera- 
tions and two were unclassified. The gonococcus was. there- 
fore. the probable cause of infection in more than one-half. 
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EUREKA SPRINGS, NORTHWEST 


ARKANSAS. 


This famous health and pleasure resort 
is located in the heart of Ozark Moun- 
tains. Climate mild and bracing. Waters 
unequaled for purity and medicinal qual- 
ities. The Crescent Hotel is now open. 
Rates reasonable. Excursion tickets on 
sale all the year. Through sleepers via 
St. L. &S. F. R. R. Write to George T.’ 
Nicholson, G. P. A., Frisco Line, St. 
Louis, Mo., or Manager Crescent Hotel, 
Eureka Springs, for descriptive pam- 
phlet. 


From Charles B. White, M. D., 107 West 
72d Street, New York, Visiting Physician, 
Harlem Hospital. ‘ 


I have used the Gray’s Glycerine Tonic 
in cases of so-called nervous debility, fol- 
lowing grippe or tonsilitis, It has acted 
particularly well in cases where an inactive 
liver prevented the use of cod liver oil or 
cream. Patients who could not take either 
having no trouble in digesting the Tonic, 
and improving rapidly while under its use. 
In anaemic cases have combined small 
proportions of the peptonate of iron with 
excellent results. For the ordinary cough 
with a dry throat have found it very use- 
ful in teaspoonful doses during the day, or 
combined with five or ten drops of spirits 
of chloroform to quiet the tickling and al- 
low the patient to sleep at night. 

Case I. Male, aged 30, formerly ad- 
dicted to alcoholic stimulants and a year 
ago confined for a short time as a sus- 
pected case of paresis, due to over-indul- 
gence in bromide, consulted me for the 
nervous depression following the use of 
morphine taken to relieve, while traveling, 
the pain of a fractured wrist. He was un- 
able to sleep, had lost his desire for food, 
and complained of an uncertain feeling in 
his head that prevented his attending to 
his business or thinking connectedly on any 
subject. Occasional doses of sulfonol at 
night relieved the insomnia, and for some 
days hypodermics of strychnia were re- 
quired, after which he went on to complete 
recovery under the Glycerine Tonic, which 
improved his appetite and increased his 
weight. 

Case II. Child, aged eight, growing rap- 
idly, brought to me with the history of a 
cough lasting several weeks, found on ex- 
amination bronchial respiration over both 
lungs, more marked on right side, where 
there were also piping rales, and over all 
prolonged expiration. The child was list- 
less, no fever, pulse 120. Under the use of 
the Gray’s Tonic, given every three hours, 
her cough has ceased, respiration has be- 
come normal, appetite improved, and she 
feels and acts perfectly well. 

Cases III. and IV. were typhoid fever 
with very slow convalescence and occa- 
sionally rises of temperature of a degree 
above normal in the evening. One of the 
patients, a young lady, had had several 
severe hemorrhages. The other one was 
fifty years of age. Two teaspoonfuls of 


the Tonic were given three times a day, 
and both patients made rapid recoveries. 


THREE INTERESTING CASES. 


Case 1.—M. S., fifty-two years of age, 
male, was some years afflicted with an ob- 
stinate form of erythema, probably of spe- 
cific origin, which heretorfore had resisted 
the usual constitutional and local treat- 
ments. The itching of the eruption was in- 
tolerable, the anemia very pronounced—the 
whole constitution run down. Six weeks 
medication with Iodia, supplemented by 
extract of malt and cod-liver oil, brought 
the case under control. I attribute’ the 
good effect of Iodia in this, as in other 
cases, not so much to its mineral ingre- 
dients (potass. iodide and ferri phosphate) 
as to their combination with the fresh 
principles of vegetable alteratives. I, for 
my part, believe that only the extracts of 
the green or fresh plants are reliable ror 
therapeutic effects, the common fluid ex- 
tracts of the dried plants having proven 
mostly inert in my hands. Case 2 was R. 
W., aet. 38; female; presented glandular 
enlargements complicated with functional 
disorders (dysmenorrhea). The persistent 
administration of Iodia brought markt im- 
provement, and patient is in a fair way to 
recover. Case 3.—J. P., male, aet. 60; blood 
poisoning with chemicals used for dyeing, 
manifesting itself in a rupia,like eruption 
and general melaise. LIodia promptly elim- 
inated the morbid matter. 

A. ZIEGLER, M. D. 

Allegheny, Pa. 


-SOME IMPORTANT LETTERS. 


Quarantine P. O., Mo., Oct. 30, 1898. 
M. J. Breitenbach Co., 100 Warren street. 

Dear Sirs:—It has been brought to my no- 
tice that * * * are introducing an Iron 
and Manganese Preparation, and their lit- 
erature would make it appear that I had 
expressed a favorable opinion upon their 
product, by reference made to the Ameri- 
can Therapist, page 258, 1896. The arti- 
cle in question was in reference to “Gude’s 
Pepto-Mangan,” and was not intended to 
cover all of the so-called Iron and Man- 
ganese Preparations, and as this article 
and clinical report was written solely up- 
on Pepto-Mangan (Gude), I, in a manner, 
hold you responsible for it, and will be 
greatly obliged to you if you will take the 
time and trouble to DENY the misleading 
statement of * * * and place me right 
in the eyes of the profession. 

In the article referred to it was very 
careful to specify Gude’s Preparation, with 
this knowledge and object in view when it 
was written. It is ridiculous to suppose 
that I would express a favorable opinion 
upon a preparation that I positively assure 
you that I have never seen nor heard of. 
Feeling assured that you will do all in 
your power to grant my request in this 
matter, I remain, 

Yours very truly, 
M. C. WOODRUFF, M. D. 


SKIN DISBASES. 


Luigi Galvani Doane, M. D., formerly 
physician to Department of Public Char- 
ity and Correction, New York, N. Y., finds 
Unguentine a remedy per se. It is soft, 
easily applied, its absorptive powers are 
good and its antiseptic properties are bet- 
ter. 

“I have used Unguentine with satisfac- 
tory results in a large number of cases of 
eczema, comedones, psoriasis and lepra 
vulgaris and find it especially adapted in 
all such cases. 

“I am well satisfied with the use of Un- 
guentine in general practice in cases where 
it is indicated, such as fresh burns, cuts, 
bruises, boils, felons and sore nipples.” 


A VERY GRAVE CASE. 

The experience of many of the best men 
of the profession, not only of the United 
States, but abroad, has establisht the 
clinical value of antikamnia. Among those 
who have paid high tributes to its value 
and who occupy positions of great emi- 
nence, may be mentioned Dr. J. Acheson 
Wilkin and Dr. R. J. Blackham, practt- 
tioners of London. They have found it of 
value in the neuralgias and nervous head- 
aches, resulting from overwork and pro- 
longed mental strain, paroxysmal attacks 
of sciatica, brow-ague, painful menstrua- 
tion, la grippe and allied conditions. In- 
deed, the practitioner who has such eases 
as the latter come under his observation, 
who attempts their relief by opiates and 
stronger drugs, when so efficient an agent 
can be used, which is much less harmful, 
commits a grave error. 

Experience goes to prove that ten-grain 
doses of antikamnia in an ounce of sherry 
wine taken every two to four hours will 
carry the patient through these painful pe- 
riods with great satisfaction—-Medical Re- 
prints, London, England. 


SBA SHELLS. 

_ Ten varieties for 10 cents, by mail, coin 
or stamps. First order naming the paper this 
ad. is taken from a $1.00 collection will be 
sent, and every other naming this paper 
five extra shells. Fine $3.00 and $5.00 col- 
lections by express, prepaid. Address J. F. 
Powell, Melbourne, Florida. 


Chicago, Oct. 29, 1898. 
M. J Breitenbach Co., 100 Warren street, 

New York., 

Gentlemen:—Yours of the 26th inst. at 
hand, and in reply I wish to state that I 
am not familiar with * * * preparation 
of Iron and Manganese you refer to, and 
have never prescribed the same, 

‘My reports, published in the Chicago 
Medical Recarder, were based on data ob- 
tained after the use of, “Gude’s Pepto- 
Mangan.” 

If * * * have used my name and re- 
ports as applied to their special product, 
it is done without my knowledge or con- 
sent. Respectfully yours, 

J. 8. PEREKHAN. 


AN BNCOURAGING LETTER. 
Dear Doctor Cochran:—Knowing you 
would not be connected with a “fake,” I 
had the fullest confidence when I first saw 
your advertisement. When you returned 
my patient sound and well iin fourteen 
days, who had been taking 30 grains of 
morphine and 10 grains of cocaine daily 
for years, I can say, like the Queen of 
Sheba when she visited Solomon, “one- 
half” is not told by your advertisement. 
Respectfully, 
T. D. McGLASSON, M. D. 
Augusta, Ind. 


We omit the name of the concern who 
(in their circular) quote Drs. Loomis, New 
York; Gellhorn, Berlin; Ascher, Hamburg; 
Woodruff, St. Louis; Perekhan, Chicago, 
and Heitzemann, Vienna, in which they 
make it appear as if the above named 
practitioners, in their clinical reports sub- 
mitted to the profession, alluded to an- 
other product, while, in fact, these reports 
were ‘written afer extended investigation 
in the use of Gude’s Pepto-Mangan and re- 
ferred to this preparation solely. 

M. J. BREITENBACH CO. 

Preparations of similar sounding names 
and sold in bulk, chemists of repute tell 
us after analysis, are totally different 
chemically, physiologically and medicinal- 
ly. 
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NEW SUBSCRIBERS. 
MARCH LIST. 


During the month of March the following New Subscriptions have been 
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received for the American Journal of Surgery and Gynecology. The atten- 
tion of all advertisers is called to the importance of this list as showing the 


steady growth of the Journal. More than 6,000 names have been published 


in the past 40 months. 


NEW SUBSCRIBERS. 
ALABAMA. 
‘Dr. A. ©. Henry, Athens. 
Dr J. P. Scales, Coapta. 
pr. F. A. Collins, Blowhorn. 
ARIZONA. 
Dr. 'W. E. Platt, Safford. 
ARKANSAS. 
Dr. BE. Meek, Argenta. 
Dr. Geo. W. Stamper, Osceola. 
Dr. A. E. Cone, Portland. 
Dr. R. J. Adams, Morrillton. 
Dr. W. H. Moorehead, Stuttgart. 
CALIFORNIA. 
Dr. Anne W. Nixon, Los Angeles. 
Dr. Lillie Baldemann, San Francisco. 
Dr. Susan J. Fenton, Oakland. 
Dr. Alfred Sander, Alameda. 
COLORADO. 
Dr. J. H. Potter, Longmont. 
Dr. P. Von der Smith, Denver. 
FLORIDA. 
Mr. J. F. Powell, Melbourne. 
GEORGIA. « 
Dr. J. C. Porter,” Newborn. 
Dr. G. R. Maner, Warrenton. 
Dr. E. M. Coleman, Lavonia. 
IDAHO. 
Dr. R. Truitt, Cottonwood. 
Dr. C. H. Carlyle, Fletcher. 


ILLINOIS. 


Dr. F. C. Molkup, Chicago. 
Dr. W. O. R. Bradley, Galesburg. 
Dr. J. G. Bemis, Chicago. 
Dr. F. J. Walker, Quincy. 
Dr. W. M. Harsha, Chicago. 
Dr. P. S. Replogle, Chicago. 
Dr. J. D. Justice, Quincy. 
Dr. Geo. H. Miller, Chicago. 
INDIANA. 
Dr. J. M. Darrs, Greenville. 
Dr. E. A. Doan, Mishawaka. 
Dr. Chas. McIntyre, New Albany. 
Dr. A. J. Dooley, Marion. 

INDIAN TERRITORY. 
W. I. Ramsey, Wister. 
Dr. H. Winget, Chelsea. 

IOWA. 
.Dr. H. L. Hildreth, Iowa City. 
Dr. F. H. Little, Muscatine. 
Dr. A. B. ‘Poore, Cedar Rapids. 
Pr. T. J. Maxwell, Keokuk. 
Dr. W. O. Coffey, Des Moines. 
Dr. R. G. Hamilten, Ocheyedan. 
Dr. Alice Goodrich, Iowa City. 
Dr. BE. C. Lewis, Muscatine. 
KANSAS. 

Dr. L. J. Lyman, Manhattan. 
Dr. F. C. Hall, Cuba. 
pr. J. F. Davis, Halls Summit. 
Dr. J. H. Pleasant, Sedan. 
Pr. N. Hayes, Seneca. 


NEW SUBSCRIBERS. 


Dr. D. W. Maxson, Toronto. 

Dr. EB. T. Metcalf, Colony. 

Dr. R. C. Splawn, Kincaid. 

Dr. Armanellie Cone, Hutchinson. 

Dr. J. W. Porter, Midway. 
KENTUCKY. 

Dr. Jos. Miller, Princeton. 

Dr. W. C. Mosby, Bardwell. 

Dr. J. G. Hendrick, Central City. 

Dr. B. N. Patterson, McHenry. 

Dr. C. E. Acree, Eddyville. 
LOUISIANA. 

Dr. L. T. Burbridge, Franklin. 
MARYLAND. 

Dr. Thos. Opie, Baltimore. 

Dr. John T. Ruby, Manchester. 

MASSACHUSETTS. 
Dr. C. C. Partridge, Hyde Park. 


Dr. James T. Tibbetts, Hyde Park. 


MICHIGAN. 
Dr. A. L. Callery, Port Huron. 
Dr. Z. H. Evans, Traverse City. 
MINNESOTA. 
Dr. G. R. Caley, Minneapolis. 
Dr. W. T. Leonard, Campbell. 
MISSISSIPPI. 
Dr. J. E. Beall, Jackson. 
MISSOURI. 
Dr. John D. Pfister, Fern Ridge. 
Dr. U. S. Wright, Fayette. 


“Dr. R. A. Woods, Clark. 


Dr. J. W. Perkins, Kansas City. 
Dr. Glover Patton, Lexington. 
Dr. J. C. Lee, Lees Summit. 
Dr. H. Jerard, Pleasant Hill. 
Dr. J. E. Thompson, Salem. 
NEBRASKA. 
Dr. C. V. Bedel, North Platte. 
Dr. Jos. Morrow, Germantown. 
Dr. C. F. Roh, Elk Creek. 
Dr. W. C. Fulkerson, Blue Hill. 
Dr. H. C. Hannah, North Platte. 
Dr. T. E. Fairall, Tecumseh.* 
Dr. W. A. Peterson, Elgin. 
NEW HAMPSHIRE. 
Dr. I. Yardley, Peterboro. 
NEW JERSEY. 
Dr. J. A. Monroe, West Milford. 
NEW YORK. 
Dr. E. H. Wakeley, Big Flats. 
Dr. F. V. C. Fuller, Brooklyn. 
NORTH CAROLINA. 
Dr. J. L. Gunn, Ashland. 
OHIO. 
Dr. BE. L. Emrich, Wooster. 
OKLAHOMA. 
Dr. J. J. Evans, Stroud. 
Dr. B. F. Harriman, Chandler. 
Dr. R. W. Brown, Kingfisher. 
OREGON. 
Dr. M. Dittebrandt, Summerville. 


NEW SUBSCRIBERS. 


Dr. A. M. Pelham, Union. 
Dr. L. Munkers-Marquam, Portland. 


PENNSYLVANIA. 


Dr. G. P. Rischel, Philadelphia. 
Dr. J. T. Stanford, Philadelphia. 
Dr. A. B. McDowell, Philadelphia. 
Dr. Elizabeth Clark, Philadelphia. 
Dr. C. 8S. Walsh, New Brighton. 
Dr. C: G. Frowert, Philadelphia. 
Dr. B. S. Harrington, Philadelphia. 
Dr. Edward Hogan, Philadelphia. 
Dr. James Simpson, Philadelphia. 
Dr. J. G. Shoemaker, Reading. 
Dr. A. C. Butcher, Philadelphia. 
Dr. Wm. Pancoast, Philadelphia. 
Dr. W. V. Runkle, Philadelphia. 
Dr. Helen Kirschbaum, Philadelphia. 


RHODE ISLAND. 
Dr. Mary E. Smith, Pawtucket. * 


SOUTH CAROLINA. 
Dr. Jas. D. Whitehead, Timmonsville. 
Dr. W. F. Mitchell, Avon. 


TENNESSEE. 


Dr. G. M. Jordan, Trinne. 

Dr. S. Morrow, Memphis. 
Dr. W. S. Farmer, Jared. 

Dr. J. L. Howell, Knoxville. 
Dr. W. D. Farrow, Dyersburg. 


TEXAS. 


Dr. L. F. Shoemaker, Montalba. 
Dr. D. D. Fowler, Gustine. 

Dr. H. G. Roth, Adina. 

Dr. H. A. Easterling, Athens. 

Dr. C. R. Johnson, Athens. 

Dr. E. J. Beall, Fort Worth. 

Dr. D. M. Higgins, Gainesville. 
Dr. J. M. Hart, Montague. 

Dr. Van B. Thornton, Hempstead. 


UTAH. 
Dr. J. E. Smith, Bald Prairie. 
Dr. A. W. Taylor, Brigham. 
VERMONT. 
Dr. W. M. Pierce, Middlesex. 
VIRGINIA. 
Dr. L. Hatchett, McFarlands. 
Dr. C. M, Smith, Palmyra. 
Dr. H. L. Baptist, Ivy Depot. 
WASHINGTON. 
Dr. J. C. Sargent, Spokane. 
Dr. D. M. Angus, Ft. Steilacoom. 
WEST VIRGINIA. 
Dr. T. M. Stone, Pine Grove. 
Dr. I. G. McCutcheon, Homing Falls. 
WISCONSIN. 
Dr. Anna B. Carr, Horican. 
Dr. T. F. Gray, Hudson. 
Dr. O. E. Werner, Brillion. 
Dr. P. H. Smith, Paoli. 
Dr. A. W. Trevitt, Wausau, 
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